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COMMITMENT TO QUALITY

EDS and DMA share a common goal with the provider
community to ensure quality health care is provided to
all North Carolina Medicaid recipients in the most
efficient and economical manner.

Our Commitment to Quality
Electronic Data Systems

Quality is the process of delivering products and services
that meet our customers’ requirements and exceed their
expectations to generate customer satisfaction and success.

www.dhhs.state.nc.us/dma
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Effective with date of service July 1, 2004, several changes have been made to the Health
Check Program. These changes are outlined in this special bulletin. Please replace the April 2003
Special Bulletin I, Health Check Billing Guide 2003, with this special bulletin. For your convenience,
shading indicates new information

HEALTH CHECK SCREENING COMPONENTS

The Health Check Program is a preventive care program for Medicaid-eligible children ages birth through
20. A Health Check screening is the only well child preventive visit reimbursable by Medicaid. All
Health Check components are required and are to be documented in the patient’s medical record.
Each screening component is vital for measuring a child’s physical, mental, and developmental
growth. Recipients are encouraged to receive their comprehensive health checkups and immunizations
on a regular schedule. A complete Health Check screening consists of the following age-appropriate
components, which must be performed and documented at each visit unless otherwise noted.

e Comprehensive unclothed physical examination
e Comprehensive health history

e Nutritional assessment

e Anticipatory guidance and health education

e Measurements, blood pressure, and vital signs
Blood pressure is required to become a part of the exam beginning at age 3.

e Developmental screening including mental, emotional, and behavioral

For infants and young children, the American Academy of Pediatrics (AAP) recommends, “All
infants and young children should be screened for developmental delays. Screening procedures
should be incorporated into the ongoing health care of the child as part of the provision of a medical
home. Developmental surveillance is an important method of detecting delays. Moreover, the use of
standardized developmental screening tools at periodic intervals will increase accuracy. For
successful early identification of developmental disabilities, the pediatrician must be skilled in
screening techniques, seek parental concerns about development and create links to available
resources in the community.” Please refer to page 40 for the AAP’s recommendations and
conclusions from the Policy Statement on Developmental Surveillance and Screening of Infants and
Young Children (RE0062), Volume 108, Number 1, July 2001 pp 192-196. The entire policy
statement can be found on the AAP website at http://aappolicy.aappublications.org.

Health Check follows the recommendations of the AAP now requiring that a formal, standardized
developmental screening tool be used when screening children. A list of screening tools may be
accessed on the Developmental and Behavioral Peds website at http://www.dhpeds.org. Two tools,
the Ages and Stages Questionnaire (ASQ) and Parents Evaluation of Developmental Status (PEDS)
are validated first level screening tools, which have been “put to the test” in practices across North
Carolina. These are two examples of what is practical, what works in the primary care practice, and
what providers will find on the website.

The North Carolina Pediatric Society has endorsed the following schedule for formal, standardized
developmental screening: age 6 months; 12 months; 18 or 24 months; and 3, 4, and 5 years of age.
The medical record must contain the results of the developmental test.
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Health Check Screening Components, continued

Immunizations
Federal regulations state that immunizations are to be provided at the time of screening if they are
needed.

Note: Please refer to pages 6 and 7 for additional information on immunizations.

Vision and hearing assessments

Health Check follows the Recommendations for Preventive Pediatric Health Care from the AAP for
hearing and vision assessments. The recommendations for all screening components may be accessed
at http://www.aap.org/policy/re9939.html.

In accordance with the periodicity schedule (page 10) and the Recommendations for Preventive
Pediatric Health Care, objective vision assessments (i.e., Snellen chart) are required beginning at ages
3 years, 4 years, 5 years, 6 years, 9 years, 12 years, 15 years, and 18 years.

In accordance with the periodicity schedule (page 10) and the Recommendations for Preventive
Pediatric Health Care, objective hearing assessments using electronic equipment (i.e., audiometer)
must be performed beginning at birth, 4 years, 5 years, 6 years, 9 years, 12 years, 15 years, and 18
years.

If the required vision and/or hearing screenings cannot be performed during a periodic visit due to
blindness or deafness and the claim is denied, the claim may be resubmitted through the adjustment
process with supporting medical record documentation attached.

Note: Please refer to Billing Requirement 2 on pages 11 and 12 for specific information regarding
vision and hearing assessments.

Dental screenings

A dental visit is recommended for every child beginning at 3 years of age. An oral screening
performed during a physical examination is not a substitute for examination through direct referral to
a dentist. The initial dental referral must be provided regardless of the periodicity schedule unless it is
known that the child is already receiving dental care. Thereafter, dental referrals should, at a
minimum, conform to the dental service periodicity schedule, which is currently one routine dental
examination every six months. When any screening indicates a need for dental services at an earlier
age (i.e., baby bottle caries), referrals must be made for needed dental services and documented in the
patient’s record. The periodicity schedule for dental examinations is not governed by the schedule for
regular health screenings.

Note: Dental varnishing is not a requirement of the Health Check screening exam. Providers may
bill for dental varnishing and receive reimbursement in addition to the Health Check screening. Refer
to the August 2002 general Medicaid  bulletin on DMA’s  website at
http://www.dhhs.state.nc.us/dma/bulletin.htm for billing codes and guidelines.
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Health Check Screening Components, continued

® Laboratory procedures
Includes hemoglobin or hematocrit, urinalysis, sickle cell, tuberculin skin test, and lead screening.

Note: When these laboratory tests are processed, Medicaid will not reimburse separately for these
procedures. Payment for these procedures is included in the reimbursement for a Health Check
screening.

Hemoglobin or hematocrit

Hemoglobin or hematocrit must be measured once during infancy (between the ages of 9 and 12
months) for all children and once during adolescence for menstruating adolescent females. An annual
hemoglobin or hematocrit screening for adolescent females (ages 11 to 21 years) must be performed
if any of the following risk factors are present: moderate to heavy menses, chronic weight loss,
nutritional deficit or athletic activity.

If the provider has a documented normal result of a hemoglobin or hematocrit preformed by another
provider within three months of the date of the Health Check screening, repeating the hemoglobin or
hematocrit is not required as part of the Health Check visit unless the provider feels that this test is
needed. The result and source of the test must be documented in the patient’s medical record.

The Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) has specific
guidelines for hematocrit/hemoglobin testing. Sharing the test results between the WIC Program and
the primary care provider (PCP) is encouraged with appropriate release of information. For more
information on guidelines and time frames, call the local WIC office.

Urinalysis
Urinalysis must be performed during the 5-year-old periodic screening as well as during periodic
screenings for all sexually active males and females.

Sickle cell testing

North Carolina hospitals are required to screen all newborns for sickle cell prior to discharge. If a
child has been properly tested, this test need not be repeated. Results must be documented in the
child's medical record. If the test results of the newborn sickle cell screening are not readily
available, contact the hospital of birth. An infant not tested at birth should receive a sickle cell test
prior to 3 months of age.

If the child is under 3 months of age and there is no sickle cell test result in the medical record, then
the test must be repeated. If the child is 3 months of age or older, and there is no sickle cell test result
in the record, the test may be repeated if the provider feels that this is needed.
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Health Check Screening Components, continued

Tuberculin testing

Reviewing perinatal histories, family and personal medical histories, significant events in life, and
other components of the social history will identify children/adolescents for whom TB screening is
indicated. If none of the screening criteria listed below are present, there is no recommendation for
routine TB screening.

The North Carolina TB Control Branch is responsible for oversight of testing of household and other
close contacts of active cases of pulmonary and laryngeal tuberculosis. Questions related to policy
interpretation or other questions related to TB skin testing should be directed to the local health
departments.

Tuberculin testing should be performed as clinically indicated for children/adolescents at increased
risk of exposure to tuberculosis, via Purified Protein Derivative (PPD) intradermal
injection/Mantoux method — not Tine Test.

Criteria for screening children/adolescents for TB (per the NC TB Control Branch) are:

1. Children/adolescents reasonably suspected of having tuberculosis disease based on clinical
Ssymptoms.

2. Perform a baseline screen when these children/adolescents present for care.

a. Foreign-born individuals arriving within the last five years from Asia, Africa, Caribbean,
Latin America, Mexico, South America, Pacific Islands, the Middle East or Eastern
Europe. Low prevalence countries for tuberculosis disease are the USA, Canada, Japan,
Australia, New Zealand, and countries in Western Europe.

b. Children/adolescents who are migrants, seasonal farm workers or are homeless.

c. Children/adolescents who are HIV-infected.

d. Children/adolescents who inject illicit drugs or use crack cocaine.

Subsequent TB skin testing is not necessary unless there is a continuing risk of exposure to persons
with tuberculosis disease.

In addition to the TB Control Branch criteria:
A TB screening performed as a part of a Health Check screening cannot be billed separately.
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Health Check Screening Components, continued

Lead screening

Federal regulations state that all Medicaid-enrolled children are required to have a blood lead
test at 12 and 24 months of age. Children between 36 and 72 months of age must be tested if they
have not been previously tested. Providers should perform a lead screening when it is clinically

indicated.

Medical follow-up begins with a blood lead level greater than or equal to 10 ug/dL. Capillary
blood level samples are adequate for the initial screening test. Venous blood level samples should be
collected for confirmation of all elevated blood lead results.

Blood Lead Recommended Response
Concentration
<10 ug/dL Rescreen at 24 months of age

10 through 19
ug/dL

Confirmation (venous) testing should be conducted within three months. If
confirmed, repeat testing should be conducted every 2 to 4 months until the level is
shown to be <10 ug/dL on three consecutive tests (venous or finger stick). The family
should receive lead education and nutrition counseling. A detailed environmental
history should be taken to identify any obvious sources of exposure. If the blood lead
level is confirmed at >10 ug/dL, environmental investigation will be offered.

20 through 44
ug/dL

Confirmation (venous) testing should be conducted within 1 week. If confirmed,
the child should be referred for medical evaluation and should continue to be retested
every 2 months until the blood lead level is shown to be <10 ug/dL on three
consecutive tests (venous or finger stick). Environmental investigations are required
and remediation for identified lead hazards shall occur for all children less than 6
years old with confirmed blood lead levels >20 ug/dL.

>45 ug/dL

The child should receive a venous lead test for confirmation as soon as possible.
If confirmed, the child must receive urgent medical and environmental follow-up.
Chelation therapy should be administered to children with blood lead levels in this
range. Symptomatic lead poisoning or a venous lead level >70 ug/dL is a medical
emergency requiring inpatient chelation therapy.

State Laboratory of Public Health for Blood Lead Screening

The State Laboratory Services of Public Health will analyze blood lead specimens for all children less
than 6 years of age at no charge. Providers requiring results from specimens of children outside this
age group need to contact the State Laboratory of Public Health at 919-733-3937.
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IMMUNIZATIONS

Immunization Administration CPT Codes 90471 and 90472 with the EP Modifier
Medicaid reimburses providers for the administration of immunizations to Medicaid-enrolled children,
birth through 20 years of age, using the following guidelines.

Private Sector Providers
An immunization administration fee may be billed if it is the only service provided that day or if any
immunizations are provided in addition to a Health Check screening or an office visit.

® Administration of one immunization is billed with the administration CPT code 90471 (one unit) with
the EP modifier and is reimbursed at $13.71.

® Additional immunizations are billed with the administration CPT code 90472 with the EP modifier
and are reimbursed at $13.71.

The maximum reimbursement for two or more immunizations is $27.42 when using both CPT codes
90471 and 90472. The EP modifier must be listed next to each immunization administration CPT code
entered in block 24D of the CMS-1500 claim form. Immunization procedure codes must be reported
even if the immunization administration fee is not being billed. For instructions on billing an
immunization administration fee, refer to the chart on page 7.

Federally Qualified Health Center or Rural Health Clinic Providers

An immunization administration fee may be billed if it is the only service provided that day or if any

immunizations are provided in addition to a Health Check screening. Health Check screenings and the

immunization administration fees are billed using the provider’s Medicaid number with the “C” suffix.

® Administration of one immunization is billed with the CPT code 90471 (one unit) with the EP
modifier and is reimbursed at $13.71.

® Additional immunizations are billed with the administration CPT code 90472 with the EP modifier
and are reimbursed at $13.71.

An immunization administration fee cannot be billed in conjunction with a core visit. Report the
immunization given during the core visit without billing the administration fee. For instructions on
billing an immunization administration fee, refer to the chart on page 7.

Local Health Department Providers

An immunization administration fee may not be billed if the immunization(s) is provided in addition to a
Health Check screening. The immunization administration CPT codes 90471 with the EP modifier may
be billed if immunizations are the only services provided that day or if any immunizations are provided in
conjunction with an office visit.

® Administration of one or more immunizations is billed with the CPT code 90471 (one unit) with the
EP modifier and is reimbursed at $20.00.

The immunization administration code is reimbursed at $20.00 regardless of the number of
immunizations given. Immunization procedure codes must be reported even if the immunization
administration fee is not being billed. For instructions on how to bill an immunization administration fee,
refer to the chart on page 7.
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Billing Guidelines for Immunizations
Provider Type Health Check Immunization(s) | Office Visit with | Core Visit with
Screening with Only Immunization(s) | Immunization(s)
Immunization(s)
Private Sector For one For one For one N/A

Providers immunization, bill immunization, bill immunization, bill
90471 with the EP 90471 with the EP 90471 with the EP
modifier. modifier. modifier.
For additional For additional For additional
immunizations, bill | immunizations, bill | immunizations, bill
90472 with the EP 90472 with the EP 90472 with the EP
modifier. modifier. modifier.
Immunization One immunization Immunization
diagnosis code not | diagnosis code is diagnosis code not
required. required. required.
Immunization Immunization Immunization
procedure code(s) are procedure code(s) are procedure code(s) are
required. required. required.
FQHC/RHC For one For one N/A Cannot bill 90471 or
immunization, bill immunization, bill 90472.
90471 with the EP 90471 with the EP o
modifier. modifier. Immunization
diagnosis code is not
For additional For additional required.
immunizations, bill | immunizations, bill o
90472 with the EP | 90472 with the EP Immunization
modifier. modifier. procedure code(s) are
required.
Immunization One immunization
diagnosis code not diagnosis code is
required. required.
Immunization Immunization
procedure code(s) are| ,rocedure code(s) are
required. required.
Local Health Cannot bill 90471. For one or more For one or more N/A
Department Must report immunizations, bill | immunizations, bill
Providers immunizations. 90471 with the EP 90471 with the EP
o modifier. modifier.
Immunization

diagnosis code not
required.

Immunization
procedure code(s) are
required.

One immunization
diagnosis code is
required.

Immunization
procedure code(s) are
required.

Immunization
diagnosis code is not
required.

Immunization
procedure code(s) are
required.

Immunization procedure code(s) must be listed in block 24D of the CMS-1500 claim form for all
immunizations administered.
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Universal Childhood Vaccine Distribution Program/Vaccines for Children Program

The Universal Childhood Vaccine Distribution Program (UCVDP)/Vaccines for Children (VFC)
Program provides at no charge all required (and some recommended) vaccines to North Carolina children
birth through 18 years of age according to the recommendations of the Advisory Committee of
Immunization Practices (ACIP) of the Centers for Disease Control (CDC). Due to the availability of
these vaccines, Medicaid does not reimburse for UCVDP/ VFC vaccines for children ages birth through
18. An exception to this is noted in the table below.

For Medicaid-eligible recipients ages 19 through 20 who are not age-eligible for the VFC program
vaccines, Medicaid will reimburse providers for Medicaid-covered vaccines.

The following is a list of UCVDP/VFC vaccines:

Codes Vaccines Diagnosis Codes
90645 Hib Titer- 4 dose HBOC V03.8 or V05.8
90648 Hib-4 dose PRP-T (ActHib) V03.8 or V05.8
90655 Influenza , preservative free (6 through 35 months V04.81
of age) High-Risk Only for 24 months and older
Influenza (6 to 35 months of age) High-Risk Only V04.81
90657 for 24 months and older
90658 Influenza (3 years of age and above) High-Risk Only V04.81
90669 Pneumococcal - PCV7 (2 through 59 months of age) V03.82 or V05.8
High-Risk Only for 24 through 59 months
90700 DtaP V06.8
90702 DT V06.8
90707 MMR V06.4
90713 IPV V04.0
90716 Varicella V05.4
90718 Td V06.5
90732 Pneumococcal - PPV23 V03.82 or V05.8
90744 Hepatitis B Vaccine — Pediatric/Adolescent V05.8

If the first dose of Hepatitis B vaccine is administered
prior to the 19" birthday, UCVDP vaccine can be used to
complete the series prior to the 20" birthday.
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UCVDP/VFC, continued

North Carolina Medicaid providers who are not enrolled in the UCVDP or who have questions
concerning the program should call the N.C. Division of Public Health’s Immunization Branch at
1-800-344-0569.

Out-of-state providers (within the 40-mile radius of North Carolina) may obtain VFC vaccines by calling
their state VFC program. VFC program telephone numbers for border states are listed below:

Georgia 1-404-657-5013

South Carolina 1-800-277-4687
Tennessee 1-615-532-8513
Virginia 1-804-786-6246
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HEALTH CHECK SCREENING SCHEDULES

Periodic Screenings

The preventive medicine CPT codes 99381 through 99385 with the EP modifier, and 99391 through
99395 with the EP modifier are used to bill a periodic screening. (Refer to Health Check Billing
Requirements on page 11.)

The schedule listed below outlines the recommended frequency of Health Check screenings dependent
upon the age of the child. This schedule is based on recommendations for preventive pediatric health
care.

Note: If an illness is detected during a Health Check screening, the provider may continue with the

screening or bill a sick visit and reschedule the screening for a later date.

Periodicity Schedule

Within the first month 12 months 5 years

2 months 18 months 6 through 20 years

4 months 2 years One screening every three years
6 months 3 years for children 6 years of age and
9 or 15 months 4 years older.

Interperiodic Screenings

The preventive medicine CPT codes 99381 through 99385 with the EP modifier, and 99391 through
99395 with the EP modifier are used to bill an interperiodic screening. (Refer to Health Check Billing
Requirements on page 11.)

In addition to the periodicity schedule, interperiodic screenings are allowed in the following
circumstances:
® When a child requires either a kindergarten or sports physical outside the regular schedule.

® When a child’s physical, mental or developmental illnesses or conditions have already been diagnosed
and there are indications that the illness or condition may require closer monitoring.

® When the screening provider has determined there are medical indications that make it necessary to
schedule additional screenings in order to determine whether a child has a physical or mental illness or
a condition that may require further assessment, diagnosis or treatment.

® Upon referral by a health, developmental or educational professional based on their determination of
medical necessity. Examples of referral sources may include Head Start, Agricultural Extension
Services, Early Intervention Programs or Special Education Programs.

In each of these circumstances, the screening provider must specify and document in the child’s
medical record the reason necessitating the interperiodic screening.

Developmental screenings, hearing and vision assessments are not required for an interperiodic screening.

All other age-appropriate Health Check components must be performed during an interperiodic
Health Check screening.

10
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HEALTH CHECK BILLING REQUIREMENTS

Instructions for billing a Health Check screening on the CMS-1500 claim form are the same as when
billing for other medical services except for these six critical requirements. The six billing requirements
specific to the Health Check Program are as follows:

Requirement 1: Identify and Record Diagnosis Code(s)

Place diagnosis code(s) in the correct order in block 21. Medical diagnoses should always be listed before
immunization diagnoses. Immunization diagnoses are required when billing immunization(s) only.

Periodic Health Check Screening — Use V20.2 as the Primary Diagnosis

The primary diagnosis V20.2 is always listed first. Medical diagnoses, if applicable, are listed after the
primary diagnosis (V20.2) and always before immunization diagnoses. Immunization diagnoses are
required when billing immunization(s) only.

Interperiodic Health Check Screening — Use V70.3 as the Primary Diagnosis

The primary diagnosis V70.3 is always listed first. Medical diagnoses, if applicable, are listed after the
primary diagnosis (V70.3and always before immunization diagnoses. Immunization diagnoses are
required when billing immunization(s) only.

Requirement 2: Identify and Record Preventive Medicine Code and Component Codes

The preventive medicine CPT code with the EP modifier for Health Check screenings should be billed as
outlined below. In addition to billing the preventive medicine code, developmental screening, vision and
hearing CPT codes must be listed based on the ages outlined in the Health Check Screening Components
indicated on page 1.

® A Health Check screening is the only well child visit reimbursable by Medicaid and must have V20.2
or V70.3 listed on the claim form as the primary diagnosis code.

® A developmental screening CPT code with the EP modifier must be listed in addition to the
preventive medicine CPT codes for a periodic Health Check screening when age appropriate. No
additional reimbursement is allowed for this code. Private providers may refer to pages 18, 19, 20,
21, 22, 23/24, and 25/26 for sample claims. Rural Health providers may refer to page 32 for a
sample claim. Local health departments may refer to pages 37 and 38 for sample HSIS screens.

® Vision CPT codes with the EP modifier must be listed on the claim form in addition to the preventive
medicine CPT codes for a periodic Health Check screening. No additional reimbursement is allowed
for these codes. Private providers may refer to pages 19, 20, 23/24, and 25/26 for sample claims on.
Rural Health providers may refer to pages 31, 32, and 34 for sample claims. Local health
departments may refer to pages 37 and 38 for sample HSIS screens.

® Hearing CPT codes with the EP modifier must be listed on the claim form in addition to the
preventive medicine CPT codes for a periodic Health Check screening. No additional reimbursement
is allowed for these codes. Private providers may refer to pages 20, 23/24, and 25/26 for sample
claims. Rural Health providers may refer to page 31 and 34 for sample claims. Local health
departments may refer to pages 37 and 38 for sample HSIS screens.

11
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Health Check Billing Requirements, continued

Use the correct Health Check screening preventive medicine codes with the EP modifier in block 24D of
the CMS-1500 claim form:

Screenings Preventive CPT Codes and Modifier Diagnoses Codes

Periodic Screening | CPT codes 99381-99385; 99391-99395 V20.2 Primary Diagnosis
EP Modifier is required in block 24D

Developmental Screening CPT Code 96110; at 6 months
of age, 12 months of age, 18 or 24 months of age, at age 3,
4, and 5 years old

EP Modifier is required in block 24D

Vision CPT code 99172 or 99173; beginning at age 3
EP Modifier is required in block 24D

Hearing CPT code 92551, 92552, or 92587; beginning at

age 4

EP Modifier is required in block 24D
Interperiodic CPT codes 99381-99385; 99391-99395 V70.3 Primary Diagnosis
Screening EP Modifier is required in block 24D

Requirement 3: Health Check Modifier — EP

The Health Check screening CPT codes for periodic and interperiodic screenings must have the EP
modifier listed in block 24D of the CMS-1500 claim form. The vision, hearing, and development
screening CPT codes must have the EP modifier listed in block 24D of the CMS-1500 claim form. EP is
a required modifier for all Health Check claims.

Requirement 4: Record Referrals
N.C. Medicaid is HIPAA-compliant and is able to receive standard electronic HIPAA transactions.

Providers billing electronically using the services of a vendor or clearinghouse may reference the National
HIPAA Implementation Guide and the North Carolina 837 Professional Claim Transaction Companion
Guide for values regarding follow up-visits. The National HIPAA Implementation Guide for the 837
Claim Transaction can be accessed at http://www.wpc-edi.com.

The North Carolina Medicaid 837 Companion Guide can be accessed on the DMA website at http:
http://www.dhhs.state.nc.us/dma/hipaa/83 7prof.pdf.

For providers billing on paper, a referral code indicator is used when a follow-up visit is necessary for a
diagnosis detected during a Health Check screening. The indicator “R” should be listed in block 24H of
the CMS-1500 claim form when this situation occurs. Private providers may refer to pages 20 and 21 for
sample claims. Rural Health providers may refer to page 32 for a sample claim.

Local health departments may refer to page 37 for a sample HSIS screen.

12
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Health Check Billing Requirements, continued

Requirement 5: Next Screening Date

Providers billing on paper may enter the next screening date (NSD) or have the NSD systematically
entered according to the predetermined Medicaid periodicity schedule. Below is an explanation of
options for the NSD in block 15 of the CMS-1500 claim form.

Systematically Entered Next Screening Date; Paper Providers
Providers have the following choices for block 15 of the CMS-1500 claim form with a Health Check
screening. All of these choices will result in an automatically entered NSD.

e Leave block 15 blank.
e Place all zeros in block 15 (00/00/0000).
e Place all ones in block 15 (11/11/1111).

Claims with systematically entered NSDs will be tracked per the Medicaid periodicity schedule.

Provider-Entered Next Screening Date; Paper Providers

Providers have the option of entering the NSD in block 15. If this date is within the periodicity schedule,
the system will keep this date. In the event the NSD is out of range with the periodicity schedule, the
system will override the provider’s NSD and the appropriate NSD (based upon the periodicity schedule)
will be automatically entered during claims processing.

Note: Providers billing electronically are not required to enter a next screening date (NSD) for health
check screening claims.

Requirement 6: Identify and Record Immunization Administration CPT Code(s) and the
EP Modifier

All providers should refer to the chart on page 7 for guidelines on when to bill the immunization
administration CPT codes and the EP modifier.

When billing one immunization, private providers must use the administration CPT code 90471 (one unit)
with the EP modifier listed in block 24D.

When additional immunizations are provided, private providers must use the administration CPT code
90472 with the EP modifier listed in block 24D.

Private providers may refer to pages 21, 22, 23/24, 25/26, 28, 29, and 30 for sample claims. Rural Health

providers may refer to pages 32 and 35 for sample claims. Local health departments may refer to pages
37 and 39 for sample HSIS screens.

Note: If the EP modifier is not listed in block 24D, the reimbursement rate for the CPT codes 90471 and
90472 is $0.00.
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TIPS FOR BILLING

All Health Check Providers

Two screenings on different dates of service cannot be billed on the same claim form.

A formal, standardized developmental screening tool must be used at periodic screenings for children
ages 6 months, 12 months, 18 or 24 months, and 3, 4, and 5 years of age.

If the required vision and/or hearing assessments cannot be performed during a periodic visit due to a
condition such as blindness or deafness and the claim is denied, the claim may be resubmitted through
the adjustment process with supporting medical record documentation attached.

When billing immunization administration CPT codes, the EP modifier must be entered in block 24D
to receive the reimbursement rate of $13.71 for 90471 (health departments receive $20.00) and
$13.71 for 90472 (no additional reimbursement for health departments). If the EP modifier is not
entered in block 24D, the reimbursement will be $0.00 per unit. The reimbursement for these codes
is $3.41 per unit for non-Health Check related services. Local health departments should follow
directions on pages 6 and 7 when billing these codes.

Third party insurance must be pursued and reported in block 29 of the CMS-1500 claim form when
preventive services (well child screenings) are covered. If third party insurance does not cover
preventive services, clearly document in the medical record and submit the claim to Medicaid.

Private Sector Health Check Providers Only

A Health Check screening and an office visit with different dates of service cannot be billed on the
same claim form.

A Health Check screening and an office visit cannot be paid initially on the same date of service.
One claim will pay and the other will deny. For the denied claim to be reconsidered, it must be
submitted as an adjustment with medical justification and a copy of the Remittance and Status Report
(RA) denial attached.

Immunization administration CPT code 90471 with the EP modifier and 90472 with the EP modifier
can be billed with a Health Check screening, office visit or if it is the only service provided that day.
When billing in conjunction with a screening CPT code or an office visit code, an immunization
diagnosis is not required in block 21 of the claim form. When billing the administration code for
immunizations (90471 with the EP modifier and 90472 with the EP modifier) as the only service for
that day, providers are required to use an immunization diagnosis in block 21 of the claim form.
Always list immunization CPT procedure codes when billing 90471with the EP modifier and
90472 with the EP modifier. Refer to the chart on page 7 and the sample claim forms beginning on
pages 18 through 35.

When checking claim status using the Automated Voice Response (AVR) system (1-800-723-4337),
AVR requires providers to enter the total amount billed. Due to each Health Check claim being
divided into two separate claims for tracking purposes, the total amount billed must also be split
between the amount billed for the screening and the amount billed for immunizations and any other
service billed on the same date of service. Thus, it is necessary to check claim status for two separate
claims.
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Tips for Billing, continued

Federally Qualified Health Center and Rural Health Clinic Providers Only

® FQHCs and RHCs must bill Health Check services using their Medicaid provider number with the
“C” suffix.

® A Health Check screening and a core visit cannot be paid initially on the same date of service. One
claim will pay and the other will deny. For the denied claim to be reconsidered, it must be submitted
as an adjustment with medical justification and a copy of the Remittance and Status Report (RA)
denial attached.

# [mmunization administration CPT code 90471 with the EP modifier and 90472 with the EP modifier
can be billed if it is provided in addition to a Health Check screening CPT code or if it is the only
service provided that day. When billing in conjunction with a screening code, an immunization
diagnosis is not required in block 21 of the claim form. When billing the administration code for
immunizations (90471 with the EP modifier and 90472 with the EP modifier) as the only service for
that day, an immunization diagnosis code is required to be entered in block 21 of the claim form. The
administration code for immunizations cannot be billed in conjunction with a core visit. For reporting
purposes, list immunization procedure codes in the appropriate block on the claim form. Always list
immunization procedure codes when billing 90471 with the EP modifier and 90742 with the EP
modifier. Refer to the chart on page 7 and the sample claim forms on pages 21 through 35.
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HEALTH CHECK COORDINATORS

Health Check Coordinators (HCCs) are available to assist both parents and providers in assuring that
Medicaid-eligible children have access to Health Check services. The roles of the HCCs include, but are
not limited to the following:

® using the Health Check Automated Information and Notification System (AINS) for identifying and
following Medicaid-eligible children, birth through 20 years of age, with regard to services received
through the health care system

® assisting families to use the health care services in a consistent and responsible manner

® assisting with scheduling appointments or securing transportation

® acting as a local information, referral, and resource person for families

® providing advocacy services in addressing social, educational or health needs of the recipient

® initiating follow-up as requested by providers when families need special assistance or fail to bring
children in for health screenings

® promoting Health Check and health prevention with other public and private organizations

Physicians, PCPs, and their office staff are encouraged to establish a close working relationship with
HCCs. Ongoing communication significantly enhances recipient participation in Health Check and helps
make preventive care services more timely and effective.

HCC:s are currently located in 83 North Carolina counties and Qualla Boundary.

HCCs are housed in local health departments, community and rural health centers, and other
community agencies. A list of counties with HCCs is available on the DMA website at
http://www.dhhs.state.nc.us/dma.

HEALTH CHECK CLAIM FORM SAMPLES

There are 17 CMS-1500 claim form samples, including two split claims (pages 23/24 and 25/26), and six
examples of HSIS screens on the following pages.

Note: A copy of the back of the CMS-1500 claim form precedes the first sample. The back of the CMS
claim form includes important information regarding Medicaid payments. The section on Medicaid
Payments (Provider Certification) specifies that the provider of Medicaid services agrees to accept, as
payment in full, the amount paid by the Medicaid program for those claims submitted for payment under
that program, with the exception of authorized deductible, coinsurance, co-payments or similar cost-
sharing charges.
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY
APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may
be guilty of a criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests that payment be made and authorizes release of any information necessary to process
the claim and certifies that the information provided in Blocks 1 through 12 is true, accurate and complete. in the case of a Medicare claim, the patient's signature
authorizes any entity to release to Medicare medical and nonmedical information, including employment status, and whether the person has employer group health
insurance, liability, no-fault, worker's compensation or other insurance which is responsible to pay for the services for which the Medicare claim is made. See 42
CFR 411.24(a). If item 9 is completed, the patient’s signature authorizes release of the information to the heaith plan or agency shown. in Medicare assigned or
CHAMPUS participation cases, the physician agrees to accept the charge determination of the Medicare carrier o CHAMPUS fiscal intermediary as the full charge,
and the patient is responsible only for the deductible, coinsurance and noncovered services Coinsurance and the deductible are based upon the charge
determination of the Medicare carrier or CHAMPUS fiscal intermediary if this is less than the charge submitted. CHAMPUS is not a health insurance program but
makes payment for health benefits provided through certain affiliations with the Uniformed Services Information on the patient's sponsor should be provided in those
items captioned in “Insured”; i.e., items 1a, 4,6, 7, 9, and 11.

BLACK LUNG AND FECA CLAIMS

The provider agrees to accept the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and
diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG)
| certify that the services shown on this form were medically indicated and necessary for the health of the patient and were personally furnished by me or were furnished
incident to my professional service by my employee under my immediate personal supervision, except as otherwise expressly permitted by Medicare or CHAMPUS
regulations
For services to be considered as “incident” to a physician's professional service, 1) they must be rendered under the physician's immediate personal supervision
by his/her employee, 2) they must be an integral, although incidental part of a covered physician’s service, 3) they must be of kinds commonly furnished in physician's
offices, and 4) the services of nonphysicians must be included on the physician's bills.

For CHAMPUS claims, | further certify that | (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee
of the United States Government or a contract employee of the United States Government, either civilian or military (refer to 5 USC 5536). For Black-Lung claims,
| further certify that the services performed were for a Black Lung-related disorder.

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32)

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon conviction be subject
to fine and imprisonment under applicable Federal laws.
NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION
(PRIVACY ACT STATEMENT)
We are authorized by CMS, CHAMPUS and OWCP to ask you for information needed in the administration of the Medicare, CHAMPUS, FECA, and Black Lung
programs. Authority to collectinformation is in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (6), and
44 USC 310141 CFR 101 et seq and 10 USC 1079 and 1086; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613, E.O. 9397.

The information we obtain to complete claims under these programs is used to identify you and to determine your eligibility. Itis also used to decide if the services
and supplies you received are covered by these programs and to insure that proper payment is made.

The information may also be given to other providers of services, carriers, intermediaries, medical review boards, health plans, and other organizations or Federal
agencies, for the effective administration of Federal provisions that require other third parties payers to pay primary to Federal program, and as otherwise necessary
to administer these programs. For example, it may be necessary to disclose information about the benefits you have usedtoa hospital or doctor. Additional disclosures
are made through routine uses for information contained in systems of records.

FOR MEDICARE CLAIMS: See the notice modifying system No. 09-70-0501, titied, ‘Carrier Medicare Claims Record," published in the Federal Register, Vol. 55
No. 177, page 37549, Wed. Sept. 12, 1990, or as updated and republished

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb. 28,
1990, See ESA-5, ESA-6, ESA-12, ESA-13, ESA-30, or as updated and republished

FOR CHAMPUS CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment
of eligibility and determination that the services/supplies received are authorized by law
BOUTINE USE(S). Information from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept. of Health and Human Services and/or
the Dept. of Transportation consistent with their statutory administrative responsibiiities under CHAMPUS/CHAMPVA to the Dept. of Justice for representation of
the Secretary of Defense in civil actions; to the Internal Revenue Service, private collection agencies, and consumer reporting agenciesin connection with recoupment
claims; and to Congressional Offices in response to inquiries made at the request of the person to whom a record pertains. Appropriate disclosures may be made
to other federal, state, local, foreign government agencies, private business entities, and individual providers of care, on matters relating to entitiement, claims
adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program integrity, third-party liability, coordination of benefits, and civil and
criminal litigation related to the operation of CHAMPUS
DISCLOSURES: Voluntary; however, failure to provide information will result in delay in payment or may result in denial of claim. With the one exception discussed
below, there are no penalties under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered
or the amount charged would prevent payment of claims under these programs. Failure to furnish any other information, such as name or claim number, would delay
payment of the claim. Failure to provide medical information under FECA could be deemed an obstruction
Itis mandatory that you tell us if you know that another party is responsible for paying for your treatment. Section 11288 of the Social Security Actand 31 USC 3801-
3812 provide penalties for withholding this information
Youshould be aware that P.L. 100-503, the “Computer Matching and Privacy Protection Actof 1988", permits the government to verify information by way of computer
matches.
MEDICAID PAYMENTS (PROVIDER CERTIFICATION)

| hereby agree to keep such records as are necessary to disclose fully the extent of services provided to individuals under the State’s Title XtX plan and to furnish
information regarding any payments claimed for providing such services as the State Agency or Dept. of Health and Humans Services may request.
| further agree to accept, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exception
of authorized deductible, coinsurance, co-payment or similar cost-sharing charge.
SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certify that the services listed above were medically indicated and necessary to the health of this patient and were
personally furnished by me or my employee under my personal direction
NOTICE: This s to certify that the foregoing information is true, accurate and complete. | understand that payment and satisfaction of this claim will be from Federal and State

funds, and that any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws.
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number
The valid OMB control number for this information collection is 0938-0008. The time required to complete this information collection is estimated to average 10
minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, N2-14-26, 7500
Security Boulevard, Baltimore, Maryland 21244-1850.
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b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME E
MM DD, YY 2
hd v O O O% 2
¢. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
O [ g
0. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? :
[Tlves  [T] N0 #yes. retum to and complete item 9 a<t
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze tne release of any medical or other informabon necessary payment of medical benetits 10 the undersigned physician of suppher for
10 process this claim. | also request payment of government benelits either to myselt of to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED Y
14, DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM DD 1YY ‘ INJURY (Accident) OR GIVEFIRSTDATE MM 1 DD 1 YY MM . DD 1YY MM 1 DDy YY
! ! PREGNANCY(LMP) i o FROM ! ! TO ! '
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD | YY MM |, DD, YY
FROM | ! TO ! i
19. RESERVED FOR LOCAL USE 20. QUTSIDE LAB? $ CHARGES
Dves Tino |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 LV20.2 sl
23. PRIOR AUTHORIZATION NUMBER
2 Q_ [
24, A B C 0 E F G {_ H ] J K z
DATE(S) OF SERV!C% Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS|EPSD RESERVED FOR [«]
From o of | of (Expiain Unusual Circumstances) : OR | Famiy £
MM DD YY MM DD YY|ser CPTMCPCS | MODIFIER CooE SCHARGES  [y7s| pian | EMO [ COB|  LOCALUSE $
n
10:06 ' 04{10 06:04 |11 | EF ¢ 80 33{1 |R £
w
10,06 ; 04/ 10 06,04 |11 EP : 0 00|1 z
L0 s 1 ; ; =
. pu
10:06 ! 0410 06:04 |11 0 001 s
3 i >
I3 o ! 7]
10,06 | 04|10 06 .04 (11 ; : 0 001 z
4 . - !
z
10106 : 0410 06,04 |11 12 10| 1 o
5 i ' ! ! 2
£ | =
L . | £ ! z
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT IGNM
A é.sﬁuGINmEbN.u) 28. TOTAL CHARG? 29. AMOUNT PAIID 30. BALANCE DUE
[Jves [~ s 92143 |s i s 92 33
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S, SUPPLIER'S N,
INCLUDING DEGREES OR CREDENTIALS RENDERED (It other than home o office) & PHONE # v CE o Lo e
(1 certity that the statements on the reverse Dr. Joe Provider
apply 10 this bill and are made a part thereot.) n
111 Provider Street
Signature on File Provider Town, NC 12345
Lsioned oare 07/01/04 s 0000000 pe 0000007
il
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE &/88) PLEASE PRINT OR TYPE APPROVED OMB-0838-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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Private Provider R
S'E)Erg? — Periodic Screening |
STAPLE ] Developmental Screening i
;IANRE:’S ] Referral Indicator E
. . <
] Inmunizat ions :
i TPICA HEALTH INSURANCE CLAIM FORM PICA v
T, MEDICARE MEDICAID CHAMPUS CHAMPVA EE&JT: o EE((:: OTHER| 1a. INSURED'S 1.0, NUMBER (FOR PROGRAMIN ITEM 11| 2.
i >
[ edicare ) () echcmt #) [ (Soonsors SSN) "1 (VAFie #) (] (SSNoriD) [ (SSN) 1 (D) 444444444X i
2 PATIENT S NAME (Last Name. First Name, Miccie Inal) = 3. PATIENT'S BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name. Miacie Intial) !
Recipient, Joe 08 16%d2 wx ¢ |
!
5. PATIENT'S ADDRESS (No.. Street) 6 PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Strest) |
— T Rl — |
111 Recipient Street ot Seouse RCo U O N ‘
oY STATE | 8. PATIENT STATUS ciY STATE z
Recipient Town NC Snge_ | Mamed [ | Omer [ =
2P CODE TELEPHONE (Inciuae Area Cooe) 2P CODE TELEPHONE (INCLUDE AREA CODE) =
Employed Ful-Tme —  Part-Time -4
12345 (919 999-9999 [ Soon ] Snenr ] ( ) S
3. OTHER INSURED'S NAME (Last Name, First Name, Neadte indial) 70. 15 PATIENT'S CONDITION RELATED T0: 71.INSURED'S POLICY GROUP OR FECA NUMBER z
2
2 OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (CURRENT OR PREVIOUS) | a INSURED'S DATE OF BIRTH SEX e
ves v i M F 2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |5 EMPLOYER'S NAME OR SCHOOL NAME a
L oD ; Yy [ M F DYES E"o 5
<. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME |
[Tves N0 E
o INSURANCE PLAN NAME OR PROGRAM NAME 700. RESEAVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFTT PLAN? g
DYES E NO ¥ yos. retum to and compiete tem 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnonze tne reiaase of any medical o ofer infommation necessary payment of meaical benefits 10 the undersigned PhySKCiaNn or suppher for
10 process this ciaim. | aiso request payment of govemment benefits either to myself or 10 the party who accepts assignment Services gescnbed below
below.
SIGNED DATE SIGNED M
14. DATE OF CURRENT. ILLNESS (First symptom) OR 15. iF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
MM T DD 1YY ‘lmuﬂvrmm)oﬂ GIVE FIRST DATE 6.6 \ LB) | 8 MM . DD 1YY MM DD YY
' : PREGNANCY/(LMP) 00 ' 0000 FROM i ) T0 i i
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE T7a 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM |, DD , YY MM, DD, YY
FROM i 10 i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
Tives _ino |
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
. LY20. F N .
-2 23. PRIOR AUTHORIZATION NUMBER
2 L.382.9 4 N
24 A B c 7] E F T G H t J K z
DATE(S) OF SERVICE,, Piace | Type |PROCEGURES, SERVICES. OR SUPPLIES|  G1aGNOSIS DAYS [EPSD nEsERvEDFOR | ©
From © t t (E: Unusual Circumstances OR_|Famil =
MM a]a] Yy M o] Yy - 2 CPTD-K.?D;.‘C; \'J’“ MODIFIER . CODE S CHARGES UNITS ;I’;“ny EMG | COB LOCAL USE 5
L 10 02:04(10:02 04 | 11 499392 [EPT ’ 8033 T/ R g
'Y
; z
10 02:0410:02 04 | 11 . 96110 IEP] : 000 1 z
0 0 i w
: : 2
10 02'0410:02 04 | 11 90471 | EP! : 1371 1 g
i y i i s
' | . | | e ! T
J 10 02'04(10° 02 04 { 11 1290472 | EP 1371 1 °
. z
i , | | lit] | v ! <
s 10.02'04]10'02 ‘04 11| I oomas | , Q00 | 1 2
s f < ! >
10 02,04{10:02 :04 LH '}' 90713 | ! £ i 0"00 1 z
25. FEDERAL TAX I.D. NUMBER SSN EIN 26, PATIENT TN Ter. AMO! BALANGI
‘ 'S ACCOUNT NO. T ;rzl ACCEPT ASSIGNMENT? ™ |26 TOTAL CHARGE 29 AMOUNT PAID | 30. E DUE
o IMives [ no s 107 75 |5 ' s 107.75
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S. SUPPLIER'S BILLING NAME, ADDRESS, 217 COOE
INCLUDING DEGREES OR CREDENTIALS RENDERED (if other than home or office) r e ’
(1 certity that the statements on the reverse J Ol 130 Dr. Jane Provider
apply 1o thes bill ana are made a part thereot.) .
111 Provider Street
Signature on File Provider Town, NC 12345
Lssneo oate 07/01/04 ene_0000000 Lores 0000001
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0936-0008 FORM CMS-1500 (12-90), FORAM RRAB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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>

‘,
| < CARRIER -

;LOEQSE — Private Provider
STAPLE R Periodic Screening
— .
NS Developmental Screening
] Ty cations
T HEALTH INSURANCE CLAIM FORM PICA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA G.-ROUP ;{-?_SIA_LN OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
) (Medicare #) [} (Meacaxd #) T (Soonsor's SSN) 71 (VA File #) it = o 555555555X
2. PATIENT S NAME {Last Name, First Name. Miodie inbal) 3 P‘T,EMEDB'RTcVDAE SEX 4. INSURED'S NAME (Last Name, First Name. Mhaote Infial)
Recipient, Joe 07 1003 ™ x F
5. PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
111 Recipient Street St | Spowse | Crio Omer
CITY STATE | 8. PATIENT STATUS cITY STATE
Recipient Town NC Snge Mamea _  Omer
ZiP CODE TELEPHONE (inciuce Area Cooe) 2IP COOE | TELEPHONE (INCLUDE AREA CODE)

Empioyed — FulkTme —  Part-Time—

(919 999-9999 Suown __Stooem

()

9. OTHER INSURED'S NAME (Last Name, First Name, Mwodle Intial) 10,15 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS)

1Yes e
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State)
MM | DD —
i | ™ F D YES Jnvo ,
. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT?
[Tves ino

11. INSURED'S POLICY GROUP OR FECA NUMBER

SEX

a INSURED'S DATE OF BIRTH
MM, DD . YY " . —

b. EMPLOYER'S NAME OR SCHOOL NAME

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

|_lyes ! NO ¥ yes. retum 10 ana compiete item 3 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the rejease of any medical or oer information necessary
10 process this claim. | aiso request payment of govemment benefits eitner to myself o to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorze
payment of meaical benefns 10 the unoersigned physician or suppher for
services aescnbed below

~——————— PATIENT AND INSURED INFORMATION

bejow.
SIGNED DATE SIGNED
14, DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS | 16. DATES, PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM 00T YY INJURY (Accioent) OR GIVE FIRSTDATE MM . DD MM DD YY MM . DD oYY
! ! PREGNANCY(LMP) 11 11 1 111 FROM ! i TO ! !
17.NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a.1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD | YY MM, DD, YY
FROM TO ' i
19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES

T ves  _ino

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (RELATE ITEMS 1.2,3 OR 4 TO ITEM 24E BY LINE) —L

22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

LV.Z-O. 2 = 23. PRIOR AUTHORIZATION NUMBER
2. 4 L —
24 A i B C D E F J K
DATE(S) OF SERVICH Piace | Ty PROCEDURES. SERVICES. OR SUPPLIES DAYS EFSD
MM Fgg (Y)Y MM E{;D v lsern - crricres i MomAEE ) e somances | ORI FamY] Ems | cos Fonse
107 10'04 | 07 10 04! 11 1 99382 |Ep’ 80:33( 1
07 10:04 | 07 10 04} 1 96110 |EP: 0 00| 1
071004 | 07 10 04| 11} 90471 |EP' 13 71| 1
07 1004 | 07 10 04| 11 ¥ 90472 |EP 13271 1
4 07 1004 | 07 10: 04] 1 90744 | 0 00/ 1
‘ C ko ‘ : i
407 10 04 \ 1- 90700 | : : 000
25 FEDERAL TAX {.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. H 27(ACCgE::( Aa%i’sGNsnEw) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
o Tives 1o s 107:75 |s ? s 107:75

31, SIGNATURE OF PHYSICIAN OR SUPPLIER

| 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
INCLUDING DEGREES OR CREDENTIALS "

|

i

RENDERED (It otner than home or office)
{1 certity that the statements on the reverse
apply 10 this bill ana are mace a part thereot.)

SIGNED

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, 2IP CODE
SPHONEY . Jane Recipient

111 Provider Street

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE &/88)

Signature on File l Provider Town, NC 12345
oaE(07/01/04 eive 0000000 sree 0000001
PLEASE PRINT ORTYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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Private Providers
Periodic Screening

; A
O bevelopmental Screenings ,
STAPLE R — Vision and Hearing =
. I . w
IN THIS R Immunizations (see next claim) z
. . . -4
T TG (AT
|
PICA HEALTH INSURANCE CLAIM FORM PICA v
— o >z
1 HAM! CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
1 MEDICARE MEDICAID CHAMPUS e erctma A
" (Medicars #) T (Medicsd #) () (Soonsor's SSN) ™) (VAFie #) T} (SSNorlD) T (SSN) > (ID) 666666666X |
T PATIENT'S NAWE (Last Name, First Name. Whodis Iniah 3 Pmsm BIFlTH DATE P 4. INSURED'S NAME (Last Name. First Name. Mhodle infial) |
Recipient, Joe 08 : 99M X F i
5. PATIENT'S ADDRESS (No., Sreet) 6. PATIENT asumousmp TO INSURED 7.INSURED'S ADDRESS (No.. Strest) ‘
et o {
111 Recipient Street set 1 Soowse | Chia” " Omer
3332 STATE | 8. PATIENT STATUS cITY STATE g
— — — o
Recipient Town NC. S S L LI A =
2P CODE TELEPHONE (inciuce Area Cooe) ZIP CODE i TELEPHONE (INCLUDE AREA CODE) =
Empioyed m FuikTme — Part-Time | -4
| 12345 ©19) 999-9999 Suoot | Supem L) S
. OTHER INSURED'S NAME (Last Name. First Name. Modie Intial) 10.1S FATIENT'S CONDITION RELATED TO: 11.INSURED'S POLICY GROUP OR FECA NUMBER E
2
a OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a iNSUHEa'a DATE[?\‘ B.VRVTH SEX g
i i Vil el @
Dves [ | 0 S
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b. EMPLOYER'S NAME OR SCHOOL NAME o
MM | DD | YY M —_ — z
] il Cve e 2
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? €. INSURANCE PLAN NAME OR PROGRAM NAME z
D YES e E
d. INSURANCE PLAN NAME OR PROGRAM NAME. 10¢. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? :
TIYES [ NO  #yes. retum 1o and complele flem 9 2
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze tne reiease of any mediCal or otner information necessary payment of meaical benefits 10 the unaersignad physician of suppher for
10 process this claim, | also request payment of govemment benefits eitner to myselt of to he party who accepts assignment SerIces 0esCTIbec below.
beiow.
SIGNED DATE SIGNED
14, DATE OF CURRENT: ILLNESS (Frrst symptom) OR 15. IF PATIENT HAS HAD SAME OR SIM\LAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM . DD 1YY ‘ INJURY (Accident) OR GIVE FIRST DATE MM MM | DD YY MM 00 YY
! g PREGNANCY(LMP) FROM ! l T ! !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a 1.0. NUMBER OF REFERRING PHYSICIAN 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD . YY MM DD . YY
FROM T0
19. RESERVED FOR LOCAL USE 20 OUTSIDE LAB? $ CHARGES
“ves ino | l
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE iTEMS 1.2,3 OR 4 TO ITEM 24E BY LINE) 22 MEDICND HESUBMISSIW
ORIGINAL REF. NO.
1 i} 2 l 3ol
'2 23. PRIOR AUTHORIZATION NUMBER
2 L 4| —
26 A B | C D 3 F T G H i J K z
DATE(S) OF SERVICH Place | Type |[PROCEDURES. SERVICES. OR SUPPLIES DAYS[EPSD (=]
From %’o of of (Explain Unusual Circumstances) DI%G(;Q’;)ESIS $ CHARGES OR |Famiy| eye | cop RELSggXLESSFEOR -
MM 28] YY MM jolo] YY [ServicgServicel CPTHCPCS | MODIFIER UNITS| Plan ;
11 01:04{11:01:04 | 11 199393 | EP 80 331 &
2
. z
11 01:04({11:01:04 | 11 ,96110’EP‘ 0 001 bt
2 w
: ; B q g
i 11 01:04i11. 07 :04 | 11 -:99173]EPJ ’ . 0 00{1 2
=1
: : «
' ' ' . . . 3
J 17 01:04[111:01 04| 1N 92552 | EP 0 00(1 c
Z
. | : . <
. \ I . o
< . - " >
i d ! ki ' H i X
1 L ; | £
25. FEDERAL TAX 1.D. NUMBER SSN EIN ] 26. PATIENT'S ACCOUNT NO. i 27. AC;%,ELT ASSIGNMENT7 28 TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
mlm lm ves [ 1 NG s 80 33 i s 80,33
31. SIGNATURE OF PHYSICIAN OR SUPPLIER ‘ 32. NAME AND ADDRESS OF FACIUTV WHERE SERVICES WERE |33 PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP cooe
INCLUDING DEGREES OR CREDENTIALS ' RENDERED (I other than home th P
(1 contity that the statements on the reverse oroftes) &PHONEY Dr, Jane Provider
10 thrs bill mace e 1.
e e L, S 111 Provider Street
Signature on File Provider Town, NC 12345
sionED oare o7/o!1 /04 ewe_0000000 [ gaes 0000001
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0338-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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Continued from previous claim:

> | <— CARRIER

>

DO NOT Private Providers
| . .

|sNT¢:lLSE Immunizations Only

AREA _ Paper billers only/split claim

TN HEALTH INSURANCE CLAIM FORM _ PicA T

1. MEDICARE MEDICAJD CHAMPUS CHAMPVA GF!O\J'= T ;EKCt OTHER] 12 INSURED'S 10 NUMBER (FOR PROGRAM IN ITEM 1;

[ tMedicare #) [ (Medkcad #) [ | (Sponsor's SSN) 1 (VA Fiie #) [ ISSNaID/ T (SsN) T (D) 777777777X

S PATIENTS NAME (Last iame, Frrst Name, Weodie noal] 3. PATIENTS BIRTH DATE SEx 4 INSURED'S NAME (Last Name. First Name. Mhodie Infias)

Recipient, Joe 08 ' 01:199mx ¢

5. PATIENT'S ADDRESS (No.. Sueet) 6. PATIENT RELATIONSHIP TO INSURED

7. INSURED'S ADDRESS (No., Street)

111 Recipient Street Set [ Soouse” | CniaT | Omer |
CITY STATE { 8. PATIENT STATUS [*}ad r STATE
Recipient Town NC Snge | Mamea [ |  Omer ’
2P CODE TELEPHONE (Inciuce Area Cooe) 2P CODE TELEPHONE (INCLUDE AREA CODE)
12345 (919 999-9999 aumnlvegmiogn )

9. OTHER INSURED'S NAME (Last Name, First Name, Micdie inmial) 10.1S FATIENTS CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS)

11. INSURED'S POLICY GROUP OR FECA NUMBER

INSURED'S DA’ BIRTH
WSRO o

[yes NO ! ' M ™
b QTHER INSURED'S DATE OF BIRTH Sex b. AUTO ACCIDENT? PLACE (State) |5 EMPLOVER'S NAME OR SCHOOL NAME
o . Y
i | M F3 Cves  [Tno
< EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
iy —
[ves o

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
—_
Tdves [ 1NO  #yes. retum o anc complete ftem 9 ad

R E——
BACX OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any med:cal or other information necessary
to process this claim. | aiso request payment of govemment benefits eitner 1o Myself of 1o e Party who accepts assignment
below.

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorze
payment ol medical benelits 10 the uncersigned physician of suppher for
services oescibed below.

~¢————— PATIENT AND INSURED INFORMATION

SIGNED DATE SIGNED
ATE OF CURI ILLNEss First ) OR 15. IF PATIENT HAS HAD SAME OR SkMILAR ILLNESS. | 16. DA PATIENT UN, TO WORK IN CURRENT QCCUPATION
14, DATE OF CURBENT ( LLNESS (Frst symptom T L el R e MM DD Y YY 4
PREGNANCY(LMP) FROM ' T0 i |
17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 172 1.0 NOMBER OF REFERRING PHYSIGIAN 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD . YV MM, DD, YY
FROM i T0 1 J
!
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
Tives T iNO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY . (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 LV04.0 e
23. PRIOR AUTHORIZATION NUMBER
2L . LI S
24 A B [ o] E F [ H ] J [3 Zz
DATE(S) OF SERVICE,, Piace| Type | PROCEDURES. SERVICES. OR SUPPLES| DAVS [EPSD RESERVEDFOR |2
DA o ; P IAGNOSIS M iRt
MM DD Yy MM oD had . b CFTE‘C’“’%; Un\;wMgDVF]EsF J CODE §$ CHARGES UL)'YS :";“"y EMG | CoB LOCAL USE :
=
| ; i B ’ ;
4110104 11 01 04/ 11 190471 |EP’ 137111 5
s
' 0 , . . z
J 11'01°04] 11 01: 04[11] {90472 |Ep 13711 £
3
' 1 . i a
4110104 11 01 04[11 0 0011 8
s : @
| : ! | & ' -4
411°01'04 111 01 04/ 11 : 000 1 2
' ' ‘ ! : ] <
4 110104 11 01 04|11 ! 000 1 ,-”"3
s ) x
I . | . &N ; ; ! T
) i | | I : i 2
25. FEDERAL TAX 1.0. NUMBER SSN 26. PATIENT'S ACCOUNT NO 27, ACCEPT
| ; _""'%s"" ASSIGNMENT? |26 TOTAL CHARGE 2. AMOUNTPAID | 20. BALANCE DUE
1] I ves NO s 27142 |s | s 2742

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certity that the statements on the reverse
apply 10 this bill ana are mace a part thereol.) |

| 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (It other than home or ofhce)

Signature on File

SIGNED
e

OATE_07/01/04

33. PHYSICIAN'S, SUPPUER'S BILLING NAME, ADDRESS, 2IP CODE
4PHNEY pr. Jane Provider
111 Provider Street
Provider Town, NC 12345
ewe 0000000 Leres 0000001

{APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS-1500 (12-90),
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)

FORM RAB-1500,
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Private Provider
Periodic Screening .
e | Developmental Screening
T A .
g‘I?A';(I?E R Vision and Hearing =
IN THIS N One Immunization =
I Paper billers only/split clain
i
) HEALTH INSURANCE CLAIM FORM PICA v
= L L bk b et
1. MEDICARE MEDICAID CHAMPUS CHAMPVA ﬁ?ﬁ”r; . ;fftuue OTHER| 1a. INSURED'S lgé«guasen (FOR PROGRAM IN {TEM 1) N
} (Mecicare #) | (Medcad #) [ | (Soonsor's SSN) 1 (VA File #) ] (SSNoriD) ~=(SsN) 1 (D) 88888 X
> PATIENTS NAME (Last Nama, Frst Name, Whode tnoall 3 PATERTS BIRTHDATE = 4 INSURED'S NAME (Last Name. First Name. Mhadle Indial)
Recipient, Jane O'g 6 1“999»4 . FX
5. PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
o Otmer. |
| 111 Recipient Street [ Soouse[ 7 o | -
Fia] STATE 5 PATENT STATUS Y STATE z
Recipient Town NC Snge | Mamed | | Omer [ =
21P CODE TELEPHONE (inciuce Area Cooe) 2P CODE TELEPHONE (INCLUDE AREA CODE) =
Employed Fuk-Time —  Pan-Time, &
12345 (919 999-9999 T Sooerr ] Soam ( S
9. OTHER INSURED'S NAME (Last Name. First Name. Middie intial) 1018 FATIENTS CONDITDON RELATED TD 11. INSURED'S POUCY GROUP OR FECA NUMBER z
8
2 OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a |NSUﬂEDw’S DATEDOF BJYRVTH SEX g
H i ) 7]
O O | vy rC B
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME o
MM oo . YY —_ z
' i | mr Fj Cves v z
< EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME 2
Cves v 5
G, INSURANCE PLAN NAME OR PROGFAM NAME 10d. RESERVED FOR LOCAL USE d.1S THERE ANOTHER HEALTH BENEFTT PLAN? b
[Tlves [T N0 iyes. retum 10 anc compiete tem 9 ad.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the reiease of 8ny medical of other informabon necessary payment of medical benelts 10 the unoersigned physician of supplier for
to process trus claim. | aiso request payment of government benefits eitner to myseH of to the party who accepts assignment services oescnbed beiow.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (Frrst symptom) OR 15. IF PATIENT HAS HAD SAME OR SXMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
MM . DD ¢ YY ‘ INJURY (Accoent) OR GIVE FIRSTDATE MM 1 DD MM 0D ¢ YY MM, DD, YY
g ) PREGNANCY(LMP) ! FROM ! : T0 i
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a L.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPILA&JZAT:)ODN DATVEVS RELATED TO CU?‘RENT SERVICVEVS
Mi
FROM | i 0 P
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
Tives Tino | |
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2,3 OR 4 TO iTEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
L LV20 2 L ' l
23. PRIOR AUTHORIZATION NUMBER
2 a L
24 A B [ C 5] E F ;_ ] J [3 z
DATE(S} OF SERV!C; Place | Type [PROCEDURES. SERVICES. OR SUPPLIES DIAGNOSIS DAVS EPSD RESERVED FOR o
From ° of t (Expiain Unusual Circumstances; Farmily -
MM DD YY MM DD YYise prce CPTMCPGS 1 MODIFIER ) CooE scnances | O ) Far) emo | cos ';-
L 11 01:04(11:01 04 | 1 199393 | EP: : 80 331 g
w
‘ . : H
11 01:04{11:01 :04 | 11 u961'|0JEP? H 0 00(1 Pt
w
: , 2
I | .
4 117.01:04111:01:04 | 11 99172 | EP : a 001 8
&3 5 0 i «»
i ' ' E &) . -4
L 11 01:04/11°01 04 | 11 : 92551 | EP : 0 00|1 )
- - z
, , i ! : . ] <
5. 11 01'04111:01:04 | 11 | 90471 | EP' 13 7111 2
N i < I >
: $ ; N |
: 11 01:04(11:01 04 | 11 ;i90713; : i 0 0011 z
25. FEDERAL TAX |.D. NUMBER SSN rii 26. PATIENT'S ACCOUNT NO. i 27.(:5%52’ AUS%SGNJ.EDN.E 28. TOTAL CHARGE 29. AMOUNT FAID 30. BALANCE DUE
] [Tlves [ no s 941 04 ' s 94 D4
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODé
INCLUDING DEGREES OR CREDENTIALS RENDERED (If ather than home or office) ) r 7 '
( Crtty i he Satements o the reverse fromer or o) 4PHONEY Dr. Joe Provider
apply 10 tirs bilt ana are mace thereot. i
° mace & pan ereat) 111 Provider Street
Signature on File Provider Town, NC 12345
SIGNED DATE 07/0h /04 ene 0000000 | 6es0000001
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0338-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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DO NOT Continued from previous claim: f
. . o
STAPLE ] Private Provider w
IN THIS I ; ; £
AREA Immunizations only z
| 5
|
—PicA HEALTH INSURANCE CLAIM FORM PICA v
— - Bl R e L A
1 MEDICARE MEDICAID CHAMPUS CHAMPVA Gs&l& e ;Eﬁ. OTHER| 1a INSURED'S 1.D. NUMBER (FOR PROGRAM INITEM 1) |
H — —_
) (Medicare #) [ (Mecseaxd #) [ (Sconsors SSN) [ (VAFie ) [} (SSNoriD) T (SSN)  — 1 (D) 999999999X {
2. PATIENT'S NAME (Last Name. Fwsﬁllm Maaie Inibal) 3 PA“ENTSDB'RTcYDATE SEX 4. INSURED'S NAME (Last Name, First Name. Maaie Intial) ;
A i ¢ o — |
Recipient, Jane 08 01 “199% i = Fx i
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Sreet) |
P S |
111 Recipient Street Set [_] Spouse | Cria | Omer | !
Y STATE | 8. PATIENT STATUS ciTY STATE z
Recipient Town NC Sigle, | Mamea | |  Omer | | £
ZIP CODE TELEPHONE (inciuoe Area Coce) ZP CODE TELEPHONE (INCLUDE AREA CODE) =
Employed Fuh-Time Pant-Time, ®
12345 ( 919 999-9999 7] St T cam ] ) 18
9. OTHER INSURED'S NAME (Last Name, First Name, Miocie Intsal) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER E
g
2. OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (CURRENT OR PREVIOUS) | a. INSURED'S DATE OF BIETH SEX z
|
O e - v D 8
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) ['b. EMPLOYER'S NAME OR SCHOOL NAME E
MM, DD, YY z
i \ M F [Cves [no <
¢ EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME =
D YES [TINO .!_‘
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? :
DYES : NO ¥ yes. retum 10 and compiete rem 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any med:cal or oter information necessary payment of meaical banelits 10 the UnersigNed physician of suppher for
1o process tis claim. | aiso request payment of govemment benefits exther fo myself of to the Pary who accepts assignment sennces cescnbed beiow.
below.
SIGNED DATE SIGNED M
14_DATE OF CURRENT: ILLNESS (Fist symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM oo oYY ‘ INJURY (Accwoent) OR GIVE FIRSTDATE MM 1+ DD '+ YY MM . DD 1YY MM . DD« YY
' PREGNANCY/(LMP) ! ! FROM : . TO ! f
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a ).0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, 0D , YY MM |, DD, YY
FROM ' TO ' '
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
Tives  __iNO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 LV04,0 T I,
23. PRIOR AUTHORIZATION NUMBER
2l [ P —
24 A B | C 0 E F TG l_ H ] J K z
DATE(S) OF SERVICE, Place | Type | PROCEDURES, SERVICES, OR SUPPLIES| . enocis DAYS [EPSD AESERVEDFOR |2
From o of | of (Explain Unusual Circumstances) OR_|Family =
MM DD YY MM DD YY ol CPTHCPCS | MODIFIER CODE $ CHARGES uniTs| Pian | EMG cos LOCAL USE ;
| 11.01:04]11:01:04 | 11| {90471 | EP! J 0:00 |1 E
™Y
11 01.04|11,01:04 | 11 EP: ; 1371 {1 2
2 | g
R . =]
11 01:04(11:01:04 | 11 | i : 000 (1 &
2
i ] )
] | : | | i ' «
J 17 01:04(11: 0104 11 | ' 000 |1 o
z
. . | | | ¢ ! <
' ' 1 ' ' Q
5| . @
s i f ' >
I ' I I i 4 a i K ! z
o ‘ i ‘ ¥ : R . . e
25. FEDERAL TAX I.D. NUMBER SSN EIN | 26. ATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOT,
| i {For gowvt. clarms, see back) 8. TOTAL Cﬂqrgs 71 29. AMOUNT PAIID 30. BALAN??US‘I
RN J [lves [ no s ‘ s ' s ‘
31. SIGNATURE OF PHYSICIAN OR SUPPLIER T2 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |23 PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP COOE
INCLUDING DEGREES OR CREDENTIALS | RENDERED (If other than home or office) & Pl IR z )
() cortt tt he statemerts on he reverse \ ) WNEY Dr, Joe Provider
10 thws bill 5 1
apply 10 thrs bill anc are made a part tereat.) | 111 Provider Street
Signature on File Provider Town, NC 12345
Lsioneo oare 01/01/04 »s 0000000 | gare 0000001
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0338-0008 FORM CMS-1500 {12-90). FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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A
DO NOT Private Provider
. . . =
STAPLE ] Interperlodlc Screening o
IN THIS — ] c
AREA <
] 8
—pica HEALTH INSURANCE CLAIM FORM PICA v
GROUP FECA OTHER] 12 INSURED'S 1.0. NUMBER (FOR PROGRAM IN ITEM 1) 2
CHAMPVA .
T MEDICARE MEDICAID CHAMPUS AT e _moiine N
[ (Mecicare #) ~] (Mectcaid #) 7] (Soonsor's SSN) 1 (VA Fike #) T (SSNorID) (SSN) (1D 111111110%
2 PATIENTS NAME (Last Name, First Name, MeoGie inoal) 3 PATIENT SBIRTHDATE = 4. INSURED'S NAME (Last Name. First Name. Mhadle Intual) ;
b |
; . — —_ i
ipient, Jane 07/01481. ™ Fx [
5. PATIENT'S ADDRESS (No., Steen) 6 PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street) i
P 771 Spouse, | Chid | Omer I
111 Recipient Street Sl - —
CITY STATE | 8 PATIENT STATUS ciTy STATE z
. — — . o
Recipient Town NC Snge | Mamec __  Omer 5
ZIP COOE TELEPHONE (Inciuce Arsa Cooe) 2IP CODE TELEPHONE (INCLUDE AREA CODE) s
Empioyed — FulkTme —  Part-Time — ( g
12345 (919) 999-9999 Stem | Sucont o
9. OTHER INSURED'S NAME (Last Name. First Name, Miodie intial) 10.1S F‘ATIENT'S ‘CONDITION RELATED TO 11. INSURED'S POLICY GROUP OR FECA NUMBER E
o
w
a. OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (CURRENT OR PREVIOUS)  [a. INSURED'S DATE OF BIATH SEX 3
Mves [no ' , M F 2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |5 EMPLOVER'S NAME OR SCHOOL NAME o
MM . DD . YY f — —_ z
8 ™ [ E YES [iNo <
© EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢ INSURANCE PLAN NAME OR PROGRAM NAME =
VES ! 'NO é’
. INSURANCE PLAN NAME OR PROGRAM NAME To5 AESEAVED FOR [OGAL USE d.1S THERE ANOTHER HEALTH BENEFIT PLAN7 o
! YES T 'wNo ¥ yes. retum to ana complete tem 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 73, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnonze tne release of any medical or omer informaton necessary payment of mecical beneftts 10 the undersigned physician of suppher for
10 process this clam. | aiso request payment of govemment benetits eitner 1o myself of to the party who accepts assignment services 0escnbec below
betow.
SIGNED DATE SIGNED #
14 DATE OF CURRENT. 4 ILLNESS (First symptom) OR 15. 1F PATIENT HAS HAD SAME OR SIMILAR ILLNESS | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
M, DD YY ‘ INJURY (Accioent) OR GIVE FIRST DATE qra ) Jrql | ,{v MM . DD Y MM . 0D . YY
i I PREGNANCY(LMP) il 1111 FROM 1 70 ! ]
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE T7a 1.D. NUMBER OF REFERRING PHYSICIAN 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM | DD Yy MM , DD , YY
FROM . TO ' 1
9. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
“ves w0 |
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY_ {RELATE ITEMS 1.2:3 OR 4 TO [TEM 24E BY LINE ————) 22 MEDICAID RESUBMISSION
[ ¥ CODE ORIGINAL REF. NO.
v V70,3 3L
23 PRIOR AUTHORIZATION NUMBER
2L LI SRS,
24 A B [ [5) E F }_ ) J K 2z
DATE(S) OF SERVICE Piace | Type | PRCCEDURES, SERVICES. OF SURPLIES SeroeE DAYS [EPSD RESEAVEDFOR |2
From o of (Expian Unusual Circumstances) o S! OR |Famiy g
MM DD Yy MM DD vy CPTMCPCS | MODIFIER CODE § CHARGES UNiTS| Pran | EMG | COB LOCAL USE ;
110104 [11 01 04111 199394 |[EP 80 33 11 3
W
| z
-4
2 w
i
| | g
3 >
‘ )
: . =
4 | =]
z
' . , | . <
| i | ! o
5 2 ]
g 3 R . >
. + R ‘ z
" 4. a
25 FEDERAL TAX 1.D. NUMBER SSN EIN ’ 26. PATIENT'S ACCOUNT NO 1 27 AT Aggusc‘msgx) 28. TOTAL CHARGE 29. AMOUNT PAD | 30. BALANCE DUE
O D ves [ | No s 80:33 |s ] s 80:33
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIAN'S, SUPPLIER ‘
INCLUDING DEGREES OR CREDENTIALS RENDERED (H other than home of office) 2 pﬂoﬁg ’ SR LI LRI VB SRS T
{i cartity that the statements on the reverse i ]
Pl bl en Dr. Jane Provider
| 111 Provider Street
Signature on File } Provider  Town Ne 1 2345
sioneD oae01/01/04 ews 0000000 | ores 00000
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0338-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500,  APPROVED OMB-0720-0001 (CHAMPUS)
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DO NOT Private Provider
. 5 . c
STAPLE ] Intemrlodlc Screening I
A B : c
IN THIS Immunizations c
AREA <
| S
PICA HEALTH INSURANCE CLAIM FORM pica v
11 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER 1a. INSURED S LD. NUMBER (FOR PROGRAMINITEM 1] | 5
. __ HEALTHPLAN __ BLKLUNG __
(Medicare #) ") (Medsicaid #) || (Soonsor's SSN) (VA File #) Y (SSNor ID) (S5N) (1D) 111111111X .
S B ATIENTS NAWE (a5t Name. First Name, Nhodie inall 3 PATERTS BT DATE = 4 INSURED'S NAME (Last Name. First Namne. Miodie Inmial) 3
Recipient, Jane 02 07 2000” FX i
5. PATIENT'S ADDRESS (No.. Street) 5. PATIENT RELATIONSHIP TO INSURED 7.INSURED'S ADDRESS (ho.. Steet)
111 Recipient Street Seif | | Spouse | Chig_ Oter
oY STATE | 8. PATIENT STATUS cITY STATE z
Recipient To NC Smgle | Mamed ©  Other | 5
2IP CODE TELEPHONE (Inciude Area Coce) 2P CODE l TELEPHONE (INCLUDE AREACODE) 1§
Employed — FulkTme —  Pan-Time =
( ) . Stucert ¢ Stuoent m | ( ) E
EX agisa ﬁsuam NAME (Last Nameg. %m%gg e %ﬂu 7,15 PATIENT'S CONDITION RELATED TO 11, INSURED'S POLICY GROUP OR FECA NUMBER z
g
2. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) |2 INSURED'S DATE OF BIATH SEx g
0 — F @
: YES DNO ' M — — 2
. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [5.EMPLOYER'S NAME OR SCHOOL NAME o
MM P — — — — z
! [ F Tves [no :
. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME =z
—_— —_— w
[ives Tno E
3. INSURANCE PLAN NAME OR PROGRAM NAME 700, RESERVED FOR LOCAL USE d.15 THERE ANOTHER HEALTH BENEFIT PLAN? &
T IVES [/ NO  Hyes. retum 0 and complete tem 9 a-g
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical o omer iformation necessary payment of meaical benelits 10 the Unoersignes physician of suppher for
10 process this claim. | 3Is0 request payment of govemment benefits eitner to myseH or 1o the party who accepts assignment senvices described beiow.
below.
SIGNED DATE SIGNED M
14. DATE OF CURRENT. ILLNESS (First syrptom) OR 15. iF PATIENT HAS HAD SAME OR SIMILAR ILLNESS | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM+ DD 1YY ‘ URY (Accioent) OR GIVE FIRST DATE MM 1 MM . DD YY MM DDy YY
! ! PR=GNANCV(LMP) 0N’ n n n 000 FROM i ' TO 0 |
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD |, YY MM | DD, YY
FROM ' TO h )
15. RESERVED FOR LOCAL USE 20 OUTSIDE LAB? S CHARGES
Tives Tovo | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJUPY . (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
e CODE ORIGINAL REF. NO
1 V70,3 .
23 PRIOR AUTHORIZATION NUMBER
2L 4« L .
24 A B | C [*) £ F G T H | 1 J K z
GATE(S) OF SERVICE, Piace | Type | PROCEDURES, SERVICES, OR SUPPLIES| o ouncc D*VS EPSD RESEAVEDFOR |2
From o of | o (Expiain Unusual Circumstances) Family -
MM DD YY MM DD YY CPTMCPCS | MODIFIER e scrances | ORIFAMY| emc | coB | LOCAL USE <
11205 04 {12 05 04! 11 99382 | EP 8033 11 &
[
H
12:05 04 |12 05-04| 11 90471 | EP ; 1371 |1 =
2 w
: , 3
12.05 04 |12 05:04| 11 }/90472 | EP ' 13:71 |1 &
3 2
] ; ]
) 12:05 04 {12 05:04( 11 90700 (- ’ 0:00 |1 5
z
) q 1 : ' <
4120504 |12 05:04] 11 190713 | 0:00 |1 2
1- - ; ; £
| , + . . ‘
12 05 04 112 0504l 11 190707 | 000 &
25 FEDERAL TAX I.D. NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NO. 27{FACCQSWT:1A§§HI$GN$§GE§3T7 28. TOTAL CHARGE 29 AMOUNT PAID 30. BALANCE DUE
s | e s__ 10775 |s P |s 107175
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 132 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE PHYSICIAN'S, SUPPLIER cool
INCLUDING DEGREES OR CREDENTIALS | RENDERED (I other than home or oftice) R PLiONE 3 SUPPLIER'S BILLING NAME ADDRESS. 217 COOE
(I ceruty tat the stataments on the reverse \ Dr. Joe Provider
apply 10 this bill ana are mace a part thereo!.) i B
111 Provider Street
Signature on File Provider Town, NC 12345
SiGNED oare 01/01/04 ews 0000000 | sees 0000001
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90). FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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EEEQSE — Private Provider
STAPLE -] Immunizations Only .
IN THIS — )} :
e | ‘
1PICA HEALTH INSURANCE CLAIM FORM PiCA
s e erm———
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP ;Eﬁm OTHER| 1a INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
| (Mecicare 8) (| (Medicad :},—1 (Soonsors SSN) 1 (VA Fre #) ) 1ss~am; T OussN) T D) 111111112X
T PATIENT'S NANE (Last Rarme, Frrst Nama, Neadie inbal) ] 3 Pmemgnsmm DATE = 4. INSURED'S NAME (Last Name. First Name. Mhodke Infial}
O] =
Recipient, Joe 09 06 2004 Mx_
5 PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Na.. Steet)
ot [ Soouss | Cnka_ Omer_|
& PATIENT STATUS Ty STATE 5
¢
Recipient Town NC Sige | Mames [ | Ower [ ;
2P CODE TELEPHONE (inctuos Area Cooe) 2P CODE TELEPHONE (INCLUDE AREA CODE) i
Empioyed Ful-Time Pan- Tm—« «
12345 (919 999-9999 ] S ] Saewr ] ( ¢
5. OTHER INSURED'S NAME (Last Name, First Name. M0 Indial) 7015 PATIENTS couurnon nsu\rsu TO 1. INSURED'S POLICY GROUP OR FECA NUMBER
2 OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (CURRENT OR PREVIOUS)  [a. INSURED'S DATE OF BIETH SEX
Mves [:mo ' ' M iy
M ! i : - :
b. OTHER INSURED'S DATE OF BIRTH SEX ©. AUTO ACCIDENT? PLACE (State) |5, EMPLOYER'S NAME OR SCHOOL NAME ¢
MM | DD . YY — — :
, W FO Cves v :
C EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME :
= _ i
[ves INO ;
3, INSURANCE PLAN NAME OR PROGRAM NAME 700. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? 5
Tves T NO  #yes. rotum 10 and complete tem 9 ad
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnonze the reiease of any mecical or omer information necessary payment of mecical benetts 10 The UNOErsIGNEd PhYSICIAN O SUPPIer for
10 process this claim. | aiso request payment of govemment benetits etner 10 myself Or 1o the Party who accepts assignment Sernices 0esnbed beow.
beow.
SIGNED DATE SIGNED Y
14 DATE OF CURRENT. ILLNE‘SS (First symprom) OR 15. IF PATIENT HAS HAD SAME OR Swm.AH ILLNESS. | 16. DATES PAYIENT uNABLE TO WORK IN CURRENY OCCUPAT'IW 4
MM DD 1YY { INJURY (Accoent) OR GIVEFIRSTDATE MM 1~ DD MM . DO 00
! g PREGNANCY{LMP) | FROM ' 70
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a 1.0. NUMBER OF REFERRING PHYSICIAN 18, HOSPIT ALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD ., YY MM, OD , YY
FROM : : 10 | :
19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
ives N0 | J
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
v04.0 P
23, PRIOR AUTHORIZATION NUMBER
2L . I S —
24 A 3] c 0 € 3 T G H L1 J X :
DATE(S) OF SERVICEr Place | Type |PROCEDURES. SERVICES. OR SUPPLIES, JAGNOS! DAYSIEPSD RAESERVED FOR C
From ° of | of (Explan Unusua Crcumstances) = ) OR | Fami H
MM 0D YY MM DD v¥ CPTACPCS 1 MODIFIER CooE SCHARGES | ni7s| Pran | EMG | COB :
B T 1 - U . e
411 22 04 11122 041 11 190471 | EP i 13 71 1 H
19
11'22 04 |11 2204 11 | EP: : 1371 |1 5
L
) ) | B B H
41122 04 |11 22:04] 11 | : 0:00 |1 H
: : ; H
| : ‘ 4 ' ¢
J11:22 04 111.22:04] 11 [ 0:00 [1 3
. , \ B . :
: . d
11 22 04 |11 22:04] 11 I 0100 |1 ¢
4 N ‘ R 3
‘ . . i 13 i 4 - 2
6 ] :J. ¢ . t
25 FEDERAL TAX 1.0. NUMBER SSN EIN | 26 PATIENT'S ACCOUNT NO | 77 ACCEFT ASSIGNMENT? 126 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
O | [Tives [ ] no s 27 42]s ; s 27 42
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACIUTY WHERE SERVICES WERE PHYSICIAN'S, SUPPUER :
INCLUDING DEGREES OR CREDENTIALS RENDERED (If omer than home o ofhce) 5 PR SUPPLER'S BILLING NAVE. ABDRESS 217 CODE
(1 certity that the statements on the reverse ‘Dr. Jane Provider
Appty 10 thes bill anc are mace a part therect.) .
111 Provider Street
Signature on File Provider Town, NC 12345 |
SIGNED DATE 01 /01/04 20000000 ceee 0000001 3
{(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0538-0008 FORM CMS-1500 (12-90). FORM RRB-1500,
APPROVED OMB- 12150055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPU
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DO NOT Private Provider <
TAPLE —————— . s s w
™ s S Office Visit H
e I Lmmuni zations 5
]
—iPicA HEALTH INSURANCE CLAIM FORM PICA v
e ey -
1 MEDICARE MEDICAID CHAMPUS CHAMPVA ggﬂu& o ;Eﬂm OTHER| 1a. INSURED'S 1.O. NUMBER (FOR PROGRAM IN {TEM 1) A‘
(Mocicare #) T (Meckcaxd #) [ (Soonsor’s SSN) ™1 (VA Fie #) [ (SSNoriD) T (SSN) T (ID) 111111113X \
3 PATIENT'S NAME (Last Name. First Name. Macte loral) 3 F:jﬁn DBIR'I'VvinAYE SEX 4 INSURED'S NAME (Last Name. First Name. Modle Intual) [
b ) . — —
Recipient, Joe 06'11 2004 x F |
S PATIENT'S ADDRESS (No.. Suwet) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street) l
L Sef |1 Soouse | Chia . Omer |
111 Recipient Street — —_ =
cITY STATE | 8. PATIENT STATUS cTY STATE z
Recipient Town N Soge ] Mames ] Owe ] =
2ZIP CODE TELEPHONE (inciuce Area Cooe) 2P CO0E TELEPHONE (INCLUDE AREA CODE} F
Employsd FulkTme —  Pat-Time —, c
12345 (919)999-9999 ) Suen ] Stoent ] ( S
9 OTHER INSURED'S NAME (Last Name, First Name. Miooe Inrtial) 0. IS PATIENT'S CONDITION RELATED TO: 17, INSURED'S POUICY GROUP OR FECA NUMBER =z
2
2 OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (CURRENT OR PREVIOUS) |2 INSURED'S DATE OF BIATH SEX g
e [Ow P bl AN S
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME o
A v T Cives [ o i
< EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME s
[lves [ £
0. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? :
‘—WEs \F—- NO ¥ yes. retum to and compiate tem 9 a<d
L =
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autnonze the rewase of any mecical or otner inlormabon necessary payment of medical benelns 10 the UNoersigned phySICian or suppief for
10 process this claim. | also request payment of govemment denefits eimer 10 myset of 10 the party wno accepts assignment SEricas 0escTibec beiow.
below.
SIGNED DATE SIGNED M
14. DATE OF CURRENT. ILLNESS (First sympiom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM . DD 1YY ‘ INJURY (Accwent) OR GIVEFIRSTDATE MM | DD @ YY MM . DD 1YY MM DD ¢ YY
' ! PREGNANCY(LMP) ' B FROM t ' TO i '
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM , DD . YY MM, DD, YY
FROM ' ' TO 1 '
1. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
Tives  _ino | l
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
Cove ORIGINAL REF. NO.
1 1.382.9 s
23. PRIOR AUTHORIZATION NUMBER
2 | L 4L L
24 A 8 c 3] 3 F T G M ] J K 2
DATE(S) OF SERVICE, Piace | Type | PROCEDURES. SERVICES. OR SUPPLIES, o DAYS]EPSD RESERVED FOR =]
From o of of (Expian Unusual Crrtumstances| DIAGHOSIS OR {Fammi) -
MM DD YY MM DD YY crrhets oA CooE SCHARGES | 7| pran | EMO | COB|  LOCAL USE 5
i ( 5 k¢ 3 ! =
1114 04 11114041 11 9212 | 47 50 1 (o4
. . z
211‘14 04 [11:14:04 | 11 90471 |EP1 ; 1371 1 s
w
\ 4 B : 2
41114 04 {11:14 04| 11 190472 | EP : ; 1371 1 Y
- 13 : | o
14 ¢ fag! : ’ : €
J11°14 04 (111404 | 11 | 0 00 1 o
E
; - ! : ¢ 1 3
111404 111 14'04 1 11 l Q00 1 %
& ] t B ] >
d g ! ] o : H i T
A I I I I B H ¥ ! [y
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. ] 27, ég{:ﬂﬁ?ﬁ;ﬁﬂ) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
als] I e s 7492]s Dol 74192
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE P ¥ - :
INCLUDING DEGREES OR CREDENTIALS RENDERED (It omer than home or office) - ;:vnséﬁ?" DR L R P S Ao
{1 centty that the statsments on the reverse ‘Dr . Jane Provider
apply 10 thes bill and are mace a part thersol.) =
111 Provider Street
Signature on File Provider Town, NC 12345
Lsioneo oare01/01/04 ewe_0000000 | sres 0000001
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90). FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS;
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A
rose (
DO NOT FQHC/RHC o
iJT'/;l:LSE pree——— Periodic Screenlng E
AREA Vision and hearing =

] s
|
i PICA HEALTH INSURANCE CLAIM FORM PICA v
— bt T
1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP TECA ~ OTHER] is INSUREDS 1. 'NUMBER (FOR PROGRAM IN ITEM 1) |
HEAL’
e ) ) toca ) (Soorsars W 1 (A o) () "EoNwy —"i55W 1 00) 11117X
S
> PATIENT'S NAME (Last Name, First Name, Middie intal) 3 PmENrgDBIRTH DATE SEx 2 INSURED'S NAME (Last Name, First Name. Madle Infual)
Recipient, Jane 11114 1992M 7 F'x !
5 PATIENT'S ADDRESS (No.. Srset) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street) 1
. s 1
111 Recipient Street sot [ Spousel ] Cnial | Omer ]
cITY STATE | 8. PATIENT STAT\JS cITY STATE z
i oi = - — =
|Recipient Town NC Smge | Mamed; |  Omer| | =
2IP COOE TELEPHONE (incluce Arsa Cooe) 2P CODE TELEPHONE (INCLUDE AREA CODE) =
Employed O FuI-Tme — Pan-Time «
12345 (919)999-9999 O S ( ) S
5. OTHER INSURED'S NAME (Last Name, First Name, Micocie Intial 10.18 PATIENTS mND\"NON RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER ;
]
a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS} a INSURE% DATSDOF BlvﬁyTN SEX g
1 YES NO 1 ! M) Fi 2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [ EMPLOYER'S NAME OR SCHOOL NAME o
oo | YY z
] ! M Fr [Cives [vo 3
= EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? <. INSURANCE PLAN NAME OR PROGRAM NAME |
[ves  [no g
3. INSURANCE PLAN NAME OR PROGRAM NAME 700, RESERVED FOR LOGAL USE 315 THERE ANOTHER HEALTH BENEFTT PLAN? =
T dves 1 NO  Hyes.retum to and complete ftem 9 a<
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the release of any medical or omer information necessary payment of meaical benetrts 10 the Unaersigned physician of supphier for
10 process tmis clam. | aiso request payment of govenment benelits either to mysett or o the party who accepts assignment senvices oescribed below.
below.
SIGNED DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD ) YY ‘ INJURY (Accicent) OR GIVE FIRST DATE MM r DD MM | DD 1YY MM | 0D YY
' I PREGNANCY(LMP) FROM 1 ' ) i i
17. NAME OF REFEARING PHYSICIAN OR OTHER SOURCE 17a 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM , DD  YY¥ MM DD |, YY
FROM | . TO |
19, RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
Tives [ino |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.23 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
iZOLZ N S
23. PRIOR AUTHORIZATION NUMBER
2 — Al .
24 A B | C 5] 3 F G H | J K z
DATE(S) OF SERVIC% Place | Type PRmEDURES SERV!CES OR SUPPLIES| DAYSIEPSD RESERVED FOR [«]
From o of | o sual Circumsiances DIAGNOSIS OR | Famiy| £
MM__ DD YY MM DD __ YY|[sennceService cv‘chcs oA CobE SCHARGES || pian’ | EMG | COB|  LOCALUSE E
og | 94! : ; ! £
J11'24 04 |11 24 04{11] 199394 | EP 8033 |1 S
E . =
11:24 04 |11 2404 |11 99173 iEP 0:00 |1 =
2] H N
w
: o ) 3
11,24 04 |11, 24,04 [11 EP 000 |1 z
3 | = ] ! &
3 i n
' | . | . : ' bt
A I 1 i 1 l ! S
z
: I | ; | 5
5 . o
i & i =
: | | ' ; 5 ! ¢ H ' &
25 FEDERAL TAX 1.D. NUMBER SSN EIN ‘ 26. PATIENT'S ACCOUNT NO. i 27'AC(‘:’E°;T ASSAGNME;:TJ() 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
P ) )
00 [Tves [ ] wo s 80 33 |s < s 80 33
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN® P! ¢
INCLUDING DEGREES OR CREDENTIALS RENDERED (1 other than home or ofhce) e L LG LTI B B o 2 e 2
(I certity that the staternents on the raverse i
apply 10 thes bill ana are made a part thereo.) Dr. Joe Provider
111 Provider Street
Signature on File Provider Trwn. NC 12345
SIGNED oate 11/01/04 ene 0000000 IGRPI1000OOC
{(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE &/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-50). FORM RARB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS}
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FOHC/RHC
Periodic Screening R
ggﬁ'}g? — Developmental Screening |
S -
STAPLE pm——— Vision g
K@REP:!S P ] Tmmunizations g
A <
— Referral Indicator 3
t
—IPicA HEALTH INSURANCE CLAIM FORM PICA v
— L AL T
T MEDICARE MEDICAID CHAMPUS CHAMPVA anup FECA OTHER] 1a INSURED'S 1.D. NUMBER (FOR PROGRAM N ITEM 1) | o
i
[ (Medicare #) || (Medicaxd #) 7] (Soonsors SSN) 1 (VA Fike #) ] lSSNuID/ ToUssN) T D) 111111115X
3 PATIENT'S NAME (Last Name. First Name, Moole Inal) 3. PATIEN'T'SC;BIRYH DATE SEx 4. INSURED'S NAME (Last Name. First Name. Mhadle inttial)
Recipient, Joe 10 15 2001 % F !
5 PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Sree!) 1
e ] e =l
111 _Recipient Street Sor [ ] Spouss| ] cnid, , Orwr
Ty STATE | 8 PATIENT STATUS ciTy STATE z
Recipient Town NC| Sope] wameo ]| Omer[] =
2P CODE TELEPHONE (Inctuce Area Cade) 2P CODE TELEPHONE (INCLUDE AREA CODE) =
Employed = Fuu»*rm = Pm Time T
12345 ( 919 999-9999 O ( g
3 OTHER INSURED'S NAME (Last Name, Frst Name, Maadie Intial) 7615 PATIENTS coquoN RELATED TG, |11, INSURED'S POLICY GROUP OR FECA NUMBER z
|
2. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) | & INSURED'S DATE OF BIATH SEX [
] N [ . M F 2
. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [B. EMPLOYER'S NAME OR SCHOOL NAME a
(B0 WY M Fr [Jves  [Ono | z
Z_ EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME =
Cives [N H]
3. INSURANCE PLAN NAME OR PROGRAM NAME 70d. RESERVED FOR LOCAL USE 3. 1S THERE ANOTHER HEALTH BENEFIT PLAN? =
DYES j NO If yes. retum 10 and compiele tem 9 a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze te reiease of any medical or other informaton necessary payment of medical beneftts to the unaersigned physician of supplier for
10 process tis claim. | aiso request payment of govemment benefits eitner (o myselt o 10 the party who sccepts assignment serices dascribed below.
below.
SIGNED DATE SIGNED M
ATE OF CURRENT. 4 ILLNESS (Frst symptom) OR 5. IF PATIENT HAS HAD SAME OR SMILAR LLNESS. | 16. DATES, BATIENT UNABLE TO WORK IN CURRENT OCCUPATION
AT IR ‘ INJURY (Accioent) OR GIVE FIRST DATE MM MM . 0D ) YY MM OB ¢ YY 4
PREGNANCY(LMP) ' FROM | 1 o i i
7. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 7210 NOVBER OF REFERRING PHYSIGIAN 8. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD , YY MM, DD, ¥
FROM ) ' TO !
19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
Tlves _ino
27 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24€ BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
23 PRIOR AUTHORIZATION NUMBER
21 460_ el .
24 A B c [3) E F }_ 1 J K z
DATE(S) OF SERVICE. Piace | Type |PROCEDURES. SERVICES. OR SUPPLIES| 1 1cNosIS DAYS PSD RESERVED FOR <]
ot of (Explan Unusual Crcumstances) Family| 3
MM 0D YY MM DD YY cw‘rmﬁcg ' MODIFIER CODE S CHARGES UNITS | Emc | cos LOCAL USE ;
| ) | T i . ; i 2
110'30 04 [10 30°04 | 11| 199302 [P 80133 [1 R $
. ! . , ¥
2‘]0‘30 04 |10 30:04 | 11 96110 IEP1 : 0100 |1 «
w
; ; D ]
| | .
/10130 04 |10 3004 11 | EP B : 1371 |1 Yy
; ; ; 0
, ! : ; o et
‘10‘30 04 [10:30:04| 11 |EP i 0 bo |1 =
‘ 3
i X ¢ ' =
510‘30 04 (103004 11 190655 | 000 |1 G
p ) " i o
3 ' I
: 5 E ¥ ! a
25 FEDERAL TAX 1.0. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27, ACCEPT ASSIGNMENT?, AMO BALAN
‘ ; ACCEPT ASSIGNMENT? 128, TOTAL CHARGE 25 AMOUNTPAD [0, ICE DUE
o [Tives [~ s 94: 04 | s 9404
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACIUITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, 2P CODE
INCLUDING DEGREES OR CREDENTIALS AENDERED (It other than home or office; r . ’
(| corty that e stataments on the revorse (romer orofec®) 8PHONEY D Jane Provider
appty 1o thes bill and made thereot. 1
LS S 111 Provider Street
ture on File | Provider Town, NC 12345
| Sigpa Bare 07/01/04 eae_0000000 | gaes 0000001
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0338-0008 FORM CMS-1500 (12-90). FORM RRB-1500.

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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DO NOT FQHC/RHC .
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IN THIS R e
<
PICA HEALTH INSURANCE CLAIM FORM PICA v
- — e ——
1 MEDICARE MEDICAID CHAMPUS CHAMPVA SEELUT; o BFED%‘I: OTHER| 1& INSURED'S LD NUMBER (FOR PROGRAM IN ITEM 1/ N
(Mecicare #) ™| (Meckcaxt #) [ (Soonsors SSN) ) (VAFue #) ] (SSNoriD) T (SSN) " (D) 111111116X | i
T PATIENTS NAWE (o Nare, Frst Name, Wadre ool 3 PATENTS BIRTHDATE = < INSURED'S NAWE (Lasi Name. First Name_ Made inma) \ 3
| e 1 1 = - X
{ Recipient, Joe 06 11 1986 » x F ‘
5. PATIENT'S ADDRESS (No., Suwet) 6. PATIENT RELATIONSHIP TO INSURED 7.INSURED'S ADDRESS (No.. Steet) i
111 Recipient Street = == B
ciTY STATE | 8. PATIENT STATUS Ty [STATE z
!
- — — | =
Recipient To N Sege | Mamed; |  Omer| | =
27 CODE TELEPHONE (inctuoe Arsa Caoe) 2P CODE TELEPHONE (INCLUDE AREA CODE) s
Employed —  Ful-Time —  Part-Tume — o
12345 (919 999-9999 | Suoem | snoe ! ( °
9. OTHER INSURED'S NAME (Last Name. First Name. Maooie invtial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POUCY GROUP OR FECA NUMBER z
=]
W
2. OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (CURRENT OR PREVIOUS) | a INSURED'S DATE OF BIATH SEX 4
Oves [ . - - ¢
b. OTHER INSURED'S DATE OF BIRTH SEX ©. AUTO ACCIDENT? PLACE (State) [b. EMPLOYER'S NAME OR SCHOOL NAME o
MM | DD | YY H
| m F) Cves [T 2
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME z
[ves  [wo 2
3. INSURANCE PLAN NAME OR PROGRAM NAME 700, RESERVED FOR LOCAL USE d. 15 THERE ANOTHER HEALTH BENEFIT PLAN? -
TivEs I NO  iyes rotum 1o anc complete tem 9 a
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonzs
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | aumonze tme reiease of any medical o ofer informaton necessary payment of mecical benettts 1o the UNOSSIGNEC PRYSICIAN Of Suppher tor
10 process s claim. | aiso request payment of govemment benefits either to myselt of to the Party who accepts assignment $S8MCeS 08SCNDEC DeIoW.
Dbeow.
SIGNED DATE SIGNED M
14 DATE OF CURR ILLNESS (Fwrst symptom) OR 15.1F PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD L\J Ysm ‘ INJURY (Accoent) OR GIVEFIRSTDATE MM | DD / YY MM . DD . YY MM DD YY 4
i PREGNANCY(LMP) ! ! FROM ) T0 i '
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD | YY MM |, DD, YY
FROM ' ' TC ' '
19, RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
Tlives T iNO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY_ (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 1LV70.3 AL
23 PRIOR AUTHORIZATION NUMBER
2.1 _ a L.
24 A B c D 3 3 T G CH! J [3 z
DATE(S) OF SERV’CET Piace | Type | PROCEDURES, SERVICES. OR SUPPLIES, DIAGNOSIS DAYS[EPSD RESERVED FOR o
From o of of (Explain Unusual Crrcumstances| OR | Family -
MM __ DD YY MM DD YY¥ CPTMCPCS 1. MODIFIER CODE $ CHARGES UNITS| Pran | EMG | COB | LOCAL USE ';-
1121604 |12 16 04[11| 199395 | EB : 80'33 |1 8
rd
z
\ ) i z
2 l 3
i 3
i ! i . E ! [
3] | ! =
3 i )
| | i : . b
i H
q | ! o
z
i+ R ‘ <
' | | ki | 5
5 ’ ! H
H - | >
' ' . ' . ¢ T
" : g 0 . : v . o
25. FEDERAL TAX .D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 127 ACCEPT ASSIGNMENT? " |28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
__(ForgovL clarms, see back ; \ o
als v T wo s 8033 |s I |s 8033
31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPUER" 3
INCLUDING DEGREES OR CREDENTIALS RENDERED (1t other than home or othoe) &P cE ) Rt LS NAME'. el e
() certity that the statements on the reverse Dr. Jane Provider
appty 10 thes bill anc are Mace a part hereot.) .
111 Provider Street
Signature on File Provider Town, NC 12345
SIGNED oare  01/01/04 sne 0000000 | gaes 0000001
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-80), FORM RRB-1500,
APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 {CHAMPUS}
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]

1PICA HEALTH INSURANCE CLAIM FORM PICA v
1. MEDICARE MEDICAID TCRAMPUS | CHAMPVA anoup ;Kct OTHER] 1a. INSURED'S 1.O. NUMBER (FOR PROGRAM IN ITEM 1) | o
[ (Medicare 8) [ | (Meckcad #) [—] (Sponsor's SSN) [ (VA File #) [} ISSNUID/ T (SsN) T (D) 111111117X
I2 PATIENTS NAME (Last Name. ﬁm Name. Madie inbal) 3. PAT!ENT'S BIHTH DATE sex %, INSURED'S NAME (Last Name, First Name. Madie Intial)
Recipient, Jane 11 14 1992 M Y
5. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)

5. PATIENT'S ADDRESS (No., Street)

111 Recipient Street sot [ soous ] e} ower ] l
Sy STATE |8 PATIENT STATUS [FaZ STATE 5
— — =
g soge | Mamea ] Omer [] <
ZIP CODE TELEPHONE (Inciuoe Araa Cooe) 2P COOE TELEPHONE (INCLUDE AREA CODE) =
Employed m F\M-Tm — P-n Tm o«
12345 (919) 999-9999 mite () S
. OTHER INSURED'S NAME (Last Name, First Name, Middts Intial) 1015 PATIEN?S OONDFTION HELATED TO 7. INSURED'S POLICY GROUP OR FECA NUMBER z
g
a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS) | a- INSURED'S DATE OF BIRTH SEX e
\
FE [}
ves  []no ! ) M L z
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) [ b EMPLOYER'S NAME OR SCHOOL NAME o
MM, DD | YY e
2 M FM Oy [Ow h
. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME s
w
O [ g
3. INSURANCE PLAN NAME OR PROGRAM NAME 100. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? -
D YES j NO If yes. return to and compiete item 9 a-c.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 73, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the reiease Of any medical or otner information necessary payment of meaical banefts 10 the unoersigned physician or supplier for
10 process this clam. | 2is0 request payment of govemment benetits either to myselt of to the party wno accepts assignment S8NNCeSs 08SCTibaG beIow.
below
SIGNED DATE SIGNED
14 DATE o; CURREN’T ILLNESS (Fst svrvwr\) OR 15. IF PATIENT HAS HAD SAME OR SIMIL.AR ILLNESS | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
‘ INJURY (Accwoent) OR GIVE FIRST DATE MM MM 1 DD 1YY MM . DD, YY
PREGNANCY(LMP) ! FROM I ' 70 ' '
77 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a .. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM, DD |, YY MM |, DD, YY
FROM i ' T0 ' I
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
Tives “ino |
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
L V20.2 Al
23. PRIOR AUTHORIZATION NUMBER
2 ——— ) [EE——y—
24 A [} C [3) 3 F T l'Ep ] J K z
DATE(S) OF SERVICE,, Piace | Type | PROCEDURES, SERVICES, OR SUPPLIES|  placnncs DAVS 5} RESERVEDFOR 1@
From © of | of (Explain Unusual Circumstances) Famiy ]
MM DD Yy MM DD YY CPTMPCE 1 MODIFIER CODE S CHARGES UNITS | EMG | cOB LOCAL USE ';'
04 5 ! + 4 : 0 4
11:24 04 111 24 04|11 99394 | FP 8033 |1 o
. : F4
11:24 04 {11 24.:04 |11 99173 | EP ; 0:00 |1 =
2 : &
N . 4
11,24 04 |11, 24,04 |1 EP, - , 000 |1 g
3 | ' E d %
P y I o
. | . | . : ; J «
i i i .
4 l g o
A z
! I ' I - H ! <
: I ' 1 3 . ! o
5 7]
s B B ! >
' | ' ' 9 ] ' & ! x
o I I i ' I ¥ | [y
25 FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27 ACCEPT ASSI| T AMO! BALAN
i A’ ;M E'Ag_sm IGNMENT? |28 TOTAL cw\nsﬁ 28 UNT P»:m 2. (CE DUE
min I\ | ves [ ] no s 80 133 |s i s 80 33

!
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIAN' PPLIER" INS COD!
INCLUDING DEGREES OR CREDENTIALS ‘ RENOERED (I other than home o othce) "8 PHONE # . SUPPLIERS BILLING NAME. ADDRESS. ZIP COOE
‘ Dr. Joe Provider

(1 certity that the staternents on the reverse
111 Provider Street

apply 10 this bill and are made a part thereof }
Signature on File Provider Imen . NC 12345

SIGNED DATE (11 /n1 /04 eive 0000000 6rre 1 00000C
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE ~ APPROVED OMB-0%08-0008 FORM CMS-1500 (12-90).  FORM RREB 1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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i
roce roic/Ric \
DO NOT A 5
STAPLE I Immunizations Only g
IN THIS — ____________________} E

<
i | E

|
TPICA HEALTH INSURANCE CLAIM FORM PICA v
— — e =
1 MEDICARE MEDICAID CHAMPUS CHAMPVA EZAQLJT; o ;E((:tm OTHER| 1a INSURED'S 1.0. NUMBER (FOR PROGRAM IN ITEM 1, A
(Modicars #) "] (Medicaxt #) [T (Seonsors SSN) ") (VAFde &) () iSSNeriD) (ssh) o | 1111171118X
S PATIENT'S NAME (Last Name, st Name, Whoai Inoal] 3 PATIENTS avﬂT‘r;VDATE SEX 4_INSURED'S NAME (Last Name. First Name. Moose infia) ‘ ‘
Recipient, Joe 05 09 2001 M x ¢ I
5 PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDARESS (No.. Steet) l
s 7] Soouse_ | Cria, . Omer |
111 Recipient Street S Ly =
CITY STATE | 8. PATIENT STATUS cry STATE z
T — —_ — =]
Recipient Town NC Snge | Mames | | Omer [ =
2P CODE TELEPHONE (Inctue Area Caoe) 2P COOE TELEPHONE (INCLUDE AREA CODE) | 3
Empioyed ; F\A-Tm Pant- Tm =
12345 (919 999-9999 0 O ] ) S
9. OTHER INSURED'S NAME (Last Name. First Name, Miacte Inmial) 10.1S FATIENT'S CCNDTTDON RELATED TO 11. INSURED'S POLICY GROUP OR FECA NUMBER Z
]
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a INSUREB;S‘ DATEDOF B‘\w‘" SEX g
Des [no 1 ) M Fi 2
b. OTHER INSURED'S DATE OF BIRTH SEX . AUTO ACCIDENT? PLACE (State) | b. EMPLOYER'S NAME OR SCHOOL NAME E
e | F Cves  [Two s
<. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME e
[Cves ino .u:"
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE ¢.1S THERE ANOTHER HEALTH BENEFIT PLAN? :
Tives I NO  Myes. retum toand comptele em 9 a<
Rl BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze te reiease of any medicai or other informaton necessary payment of mecical benelts 10 the UNOBrSIGNEA PhSICIAN OF SUPPher for
10 process fhis claim. | aiso request payment of govemment benefits either to myself of 10 the Party wno acCepts assignment services cescnbec below
Delow
SIGNED DATE SIGNED J’
14 DATE OF CURRENT ILLNESS (Frst symptom) OR 15. iF PATIENT HAS HAD SAME Oﬁ SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
' YY ‘ INJURY {Accoent) OR GIVE FIRST DATE MM MM DD | YY MM . DD YY
PREGNANCY(LMP) i FROM ' . TO 0 0
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a i.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM |, DD , YY MM, DD, VY
FROM B ' TO :
19 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
TIYes  _iNO
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 LV04.0 s l I
23 PRIOR AUTHORIZATION NUMBER
2L L
24 A 8 i C o] E F I G H ' J X =z
DATE(S) OF SERVIC% Piace (| Type [PROCEDURES, SERVICES. OR SUPPLIES. DI DAYS [EPSD RESERVED FOR Q
s B 7 ; e IAGNOSIS ol Qe
MM 00 vy MM DD vvisencqsen cewcvcs oo ) CopE SCHARGES  |,nits| man’| EMG | COB | LOCALUSE g
. ) ; ! ; . | =
(1020 104110 20 04 | 11 90471 | EP 13 711 1 o4
[ ] z
1020 :04|10: 2004 | 11 ,90472[EP1 ; 137111 =
2] . 5‘
J10:20 '04]10: 20:04 | 11 90713 | N : 0 00} 1 2
]
o : 5 . -
. . . | i & ' 4 <
J10°20 0410 20'04 | 11| F 90707 | 0 00| 1 §
z
' \ . | . ! <
| | !
$10 20 '04]10' 2004 | 11 90700 | 0 00| 1 8
i 3 >
. . . , . ¥ 8 T
) ! . b | i ! z
25. FEDERAL TAX L.D. NUMBER SSN EIN t ATIENT'S ACCOUNT NO. ‘ 27 ACCUS&T ASSIGN!:A.EDN;TJ 28. TOTAL CHARGE 29. AMOUNTY PAID 30. BALANCE DUE
] Tlves [ ] no s 2742 s ! s 27142
31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES R i
INCLUDING DEGREES OR CREDENTIALS | RENDERED ()t other than home or office) WERE J3 ::Lsoli? S SUPPLIERS BILLING oo DECORE
() certity that the statemets on the reverse br . Jane Provider
appily 10 thes bill ana are mace a part terwol.) .
111 Provider Street
Signature on File Provider Town, NC 12345
SIGNED oare01/01/04 ene 0000000 | aaee 100000C
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 {12-90), FORM RRB-1500.

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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A
e I FQHC/RHC |
DONOT Q0
STAPLE | Core Visit g
IN THIS ] Immunizations g
AREA <
| s
PICA HEALTH INSURANCE CLAIM FORM PICA v
— s - -
CHAMPVA GROUP FECA OTHER| 1a INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
1 MEDICARE MEDICAID CRAMPUS i _ RERTeLan Bkt 4
I (Medicare #) " (Meckcasd #) 7| (Soonsor's SSN) } (VAFWe #) [ (SSNorlD) (SSN) (D} 111111119X '
2 PATIENT'S NAME (Last Name, First Name. Madie inal) PA‘HEﬁD ﬁ?n DATE SEX 4 INSURED'S NAME (Last Name. First Name. Maoke intal) |
Recipient, Joe 12 05 2002 M F j
5 PATIENT'S ADDRESS (No.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7.INSURED'S ADDRESS (No.. Steet) ]
oy ," ] . T
111 Recipient Street Sot [ Spowse i O Omer |
cITY STATE | 8 PATIENT STATUS oY TSTATE z
] — =
| Recipient To Sege ] Mameoi ] Over ] | <
2P CODE TELEPHONE (Inciuce Area Caoe) 2P CODE TELEPHONE (INCLUDE AREA CODE) E
Empkryed — FulH’m Pant- T-m.r—
12345 ( 919 999-9999 iy () 3
5. OTHER INSURED'S NAMIE (Lasi Narme, First Narne. MiGoHs Intiai) TG TS FATENTS oouumou RELATED TG, |17 INSURED'S POLICY GROUP OR FECA NUMBER H
o
w
2. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS)  |a INSURED'S DATE OF IR SEX e
s e hal vo |2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |6, EMPLOYER'S NAME OR SCHOOL NAME o
MM LYY z
L M F Cves  [wo <
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME %
=W =
3. INSURANCE PLAN NAME OF PROGRAM NAME 700, AESERVED FOR LOCAL USE d. 15 THERE ANOTHER HEALTH BENEFIT PLAN? =
TIYES | I NO  Hyws rewum 10 and complete fem § a-d
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorze
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonze the reiease of any medical or omer informaton necessary payment of meaical benelts 10 the LUNOBTSIGNEK PRYSICIAN Of SUDDHSr or
10 Drocess s clam. | aiso request payment of government benelits eitner 10 myselt of to the party who accepts assignment SEMICeS 083CNDEC below.
Deow.
SIGNED DATE SIGNED \
4 DATE OF CURRENT: ILLNESS (First sympom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAH ILLNESS | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
TR PR ‘INJURY{A:’;-M)OR GIVE FIRSTDATE MM 1 DD MM DD 1YY MM . BB ) YY ¥
' l PREGNANCY(LMP) ! FROM ) i TO i ;
17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17 1.0. NUMBER OF REFEARING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM |, DD ., YY MM, DD, YY
FROM : : TO i '
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? S CHARGES
T ives | N0
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
COOE ORIGINAL REF. NO.
1 iz 9 Al
23. PRIOR AUTHORIZATION NUMBER
2 o L
24 A 8 [< ) 3 3 TG CIREN J) K F 4
DATE(S) OF SERVICE, Place | Type |PROCEDURES, SERVICES. OR SUPPLIES| i o ocs DAYS [EPSD RESERVEDFOR |2
From o of of (Explan Unusual Circumstances) OR |Family I~
MM DD YY MM DD YY|Ser CPTIHEPCS L MODIER copE S CHARGES units| pan!| EMG | €OB | LOCAL USE ;
! . I .‘ .
1020 0411020 04 | 11 1 1015 | 65 0011 g
'™
H
10:20 :104(10:20 04 | 11 - 90700 | 0 001 =
2 w
. 2
J10:20 '04[10:20:04 | 11 90707 | 0 00 |1 8
X 3 ; ]
I i ) . , i T
J10 20 '04/10° 2004 | 11 90645 | 0 001 o
p 2
' . . i 3 H ' <
) i 13 : 0 o
: : | g
3% § B >
' ' ' ' E 33 ' H H | I
B : i H T : i ! z
25 FEDERAL TAX 1.O. NUMBER SSN EN ‘ 26 PATIENT'S ACCOUNT NO. 27 Accggmn ASSIGNMENT? ") 28 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
H ! 1
o Tives [N s 65 60 |s J s 65:00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIAN PUIER"
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or ofhce) &P - SUPPLIER'S BILLING NAME. AQDRESS, 21P CODE
{i certity that the statements on the reverse i
e s il s T e Dr. Jane Provider
111 Provider Street
Signature on File Provider, Town, NC 12345
SIGNED oare_01/01/04 snd0000000 aree 1000004
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0338-0008 FORM CMS-1500 (12-90). FORM RRB-1500.

APPROVED OMB-1215-0055 FORM OWCP-1500. APPROVED OMB-0720-0001 {CHAMPUS)
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N.C. Health Services Information System Screen Examples

Following are screen entry examples of the services screen (Option 65) for local health departments that
use the N.C. Health Services Information System (HSIS)

Example #1 — Health Check Periodic Screening
Six-month-old child
Developmental screening
Immunizations

NEXT RECORD: COUNTY 999 SCREEN 65 ID 222222222 DATE 071004  ACTION A
MESSAGE:

NAME: Brown, Charlie DATE OF DIAB EVAL:
SERVICE GROUP:
DIAG CODES A: V20.2 B . C:___ . D: . E: . F: . G: .
H: .

PHY ORDER DATE FOR AT: oT: PT: SPL:

B/

R/ MODIFIERS DIAG SVC ATN TYP REF POST

D PGM CPT ML M2 M3 1 2 3 4 PROV UNITS POS PHY SVC PHY OoP SITE
B CH 99381 EP A ROS__ 01 71 o 99999
R CH 9110 A _ _ _ ROS 01 71 _ ~ 99999
R CH 9vv00 A __ _ ROS_ 0 71 . _ 99999
R CH 90713 _ A _ _ _ ROS_ 01 71 . _ 99999
Example #2 — Health Check Periodic Screening

18-year-old
Vision screening
Hearing screening
Diagnosis warrants a referral for a follow-up visit
Designated with “ST/S2”

NEXT RECORD: COUNTY 999 SCREEN 65 ID 333333333 DATE 070904 ACTION A
MESSAGE :

NAME: Patty, Peppermint DATE OF DIAB EVAL:
SERVICE GROUP:

DIAG CODES A: V20.2 B: 460. _C:___ . D: . E: . F: . G .

H: -

PHY ORDER DATE FOR AT: OT: PT: SPL:

B/

R/ MODIFIERS DIAG SVvC ATN TYP REF POST

D PGM CPT ML M2 M3 1 2 3 4 PROV UNITS POS PHY SVC PHY OoP SITE
B CH 99385 EP ST S2 A _ _ _ ROS_ 01 71 . _ 99999
R CH 99173 A _ _ _ ROS__ 01 71 _ ~ 99999
R CH 9252 A _ __ ROS__ 01 71 _ ~ 99999
B CH 87081 B ROS__ 01 71 99999
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N.C. Health Services Information System Screen Examples, continued

Example #3 — Health Check Periodic Screening
4-year-old child
Developmental screening
Vision screening
Hearing Screening

NEXT RECORD: COUNTY 999 SCREEN 65 ID 444444444 DATE 120904 ACTION A
MESSAGE:

NAME: Smith, Barbie DATE OF DIAB EVAL:

SERVICE GROUP:

DIAG CODES A: vV20.2 B: . C: . D: . E: . F: . Gz .
H: .

PHY ORDER DATE FOR AT: oT: PT: SPL:

B/

R/ MODIFIERS DIAG SvC ATN TYP REF POST

D PGM CPT M1 M2 M3 1 2 3 4 PROV UNITS POS PHY SVC PHY oP SITE

B CH 99392 EP A ROS__ 01 71 . _ 99999

R CH 96110 _ A __ _ ROS__ 01 71 . _ 99999

R CH 99172 = A ROS__ 01 71 . _ 99999

R CH 92587 A ROS 01 71 99999

Example #4 — Health Check Periodic Screening
1-year-old child
Developmental screening

NEXT RECORD: COUNTY 999 SCREEN 65 ID 444444444 DATE 120904 ACTION A
MESSAGE:

NAME: Robin, Christopher DATE OF DIAB EVAL:
SERVICE GROUP:
DIAG CODES A: V20.2 B:___ . C: . D: . _E- . F: ___ . G:___ .
H: .
PHY ORDER DATE FOR AT: OT: PT: SPL:
B/
R/ MODIFIERS DIAG SvC ATN  TYP REF POST
D PGM CPT M1 M2 M3 1234 PROV UNITS POS PHY SVC PHY OP SITE
B CH 99392 EP __ A _ _ _ ROS_ 01 71 . _ 99999
R CH 96110 A ROS 01 71 _ 99999
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N.C. Health Services Information System Screen Examples, continued
Example #5 — Immunization Administration Fee ONLY for Child Age 3
NEXT RECORD: COUNTY 999 SCREEN 65 ID 555555555 DATE 112204 ACTION A
MESSAGE
NAME: Barkley, Charles DATE OF DIAB EVAL:
SERVICE GROUP:
DIAG CODES A: VO6.8 B . C: . D: . E: . F: . G: .
H: -
PHY ORDER DATE FOR AT: OoT: PT: SPL:
B/
R/ MODIFIERS DIAG SvC ATN TYP REF POST
D PGM CPT ML M2 M3 1 2 3 4 PROV UNITS POS PHY SVC PHY oP SITE
B IM 90471 EP A _ _ _ NURSE 01 71 o 99999
R IM 90700 _ A _ _ _ NURSE 01 71 _ _ 99999
R IM 90723 __ A _ _ _ NURSE 01 71 _ 99999
R IM 90744 __ A _ _ _ NURSE 01 71 _ ~ 99999
R IM 90647 __ A _ _ _ NURSE 01 71 . 99999
Example #6 — Office Visit with One Immunization for a Child Age 2
NEXT RECORD: COUNTY 999 SCREEN 65 ID 666666666 DATE 111404 ACTION A
MESSAGE
NAME: Smith, Hercules DATE OF DIAB EVAL:
SERVICE GROUP: THRU DT:
DIAG CODES A: 382.9 B: . C: . D:_ . E: . F: . G:___
H: -
PHY ORDER DATE FOR AT: OoT: PT: SPL:
B/
R/ MODIFIERS DIAG SVC ATN TYP REF POST
D PGM CPT ML M2 M3 1 2 3 PROV UNITS POS PHY SVC PHY oP SITE
B CH 99212 A _ _ _ PHY o1 71 . 99999
B CH 90471 EP __ A _ _ _ NURSE 01 71 _ 99999
R CH 90716 A NURSE 01 71 99999
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Policy Statement

Pediatrics Volume 108, Number 1 July 2001, pp 192-196

Developmental Surveillance and Screening of Infants and Young Children
(RE0062)

AMERICAN ACADEMY OF PEDIATRICS
Committee on Children With Disabilities

RECOMMENDATIONS

All infants and young children should be screened for developmental delays. Screening procedures should

be incorporated into the ongoing health care of the child as part of the provision of a medical home, as

defined by the Academy.’' To screen for developmental delays or disabilities and intervene with the
identified children and their families, the primary pediatrician providing the medical home should:

1. Maintain and update her or his knowledge about developmental issues, risk factors, screening
techniques, and community resources, such as early intervention, school, Title V, and other
community-based programs, for consultation, referral, and intervention.

2. Acquire skills in the administration and interpretation of reliable and valid developmental screening
techniques appropriate for the population.

3. Develop a strategy to provide periodic screening in the context of office-based primary care,
including the following:

® Recognizing abnormal appearance and function during health care maintenance examinations;

® Recognizing medical, genetic, and environmental risk factors while taking routine medical,
family, and social histories;

® Listening carefully to parental concerns and observations about the child's development during all
encounters;

® Recognizing troubled parent-child interaction by reviewing history or by observation;

® Performing periodic screenings of all infants and young children during preventive care visits;
and

® Recognizing the importance that test procedures and processes be culturally sensitive and
appropriate to the population.

4. Present the results of the screening to the family using a culturally sensitive, family-centered
approach.

5. With parental agreement, refer children with developmental delays in a timely fashion to the
appropriate early intervention and early childhood education programs and other community-based
programs serving infants and young children.

6. Determine the cause of delays or refer to appropriate consultant for determination. Screen hearing and
vision to rule out sensory impairments.

7. Maintain links with community-based resources, such as early intervention, school, and other
community-based programs, and coordinate care with them.

8. Increase parents' awareness of developmental disabilities and resources for intervention by such
methods as display and distribution of educational materials in the office.

9. Be available to families to interpret consultants' findings.
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Ongoing involvement with the family permits the pediatrician to respond to parental concerns about the
child's development when such concerns exist. When parents are not aware that a delay exists, the
pediatrician can guide them toward closer observation of the child and, thus, enable them to recognize the
delay. Referral for evaluation and services can take place only after the pediatrician has succeeded in this
challenging task. At that point, the pediatrician's role shifts to one of involvement in the evaluation as
appropriate, referral to available community resources for intervention and family support, assistance in
understanding the evaluation results, assessment and coordination of services, and monitoring the child's
developmental progress as part of the provision of a medical home.

CONCLUSION

Early identification of children with developmental delays or disabilities can lead to treatment of, or
intervention for, a disability and lessen its impact on the functioning of the child and family. Because
developmental screening is a process that selects children who will receive more intensive evaluation or
treatment, all infants and children should be screened for developmental delays. Developmental
surveillance is an important method of detecting delays. Moreover, the use of standardized developmental
screening tools at periodic intervals will increase accuracy. Pediatricians should consider using
standardized developmental screening tools that are practical and easy to use in the office setting.
Successful early identification of developmental disabilities requires the pediatrician to be skilled in the
use of screening techniques, actively seek parental concerns about development, and create links with
available resources in the community.

Please Note; the recommendations and conclusions stated above are part of the AAP Policy Statement on
Developmental Surveillance and Screening of Infants and Young Children (RE0062) Volume 108, Number 1, July
2001 pp 192-196. The entire policy can be found on their website at http://aappolicy.aappublications.org.
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TIPS FOR DECREASING DENIALS

EOB Message Tip

010 | Diagnosis or service invalid for Verify the recipient's Medicaid identification (MID)
recipient age. Verify MID, diagnosis, | number, date of birth (DOB), diagnosis, and
procedure code or procedure procedure codes. Make corrections, if necessary, and
code/modifier combination for errors. | resubmit to EDS as a new claim. If all information is
Correct and submit as a new claim. correct, send the claim and RA to the DMA Claims

Analysis Unit, 2519 Mail Service Center, Raleigh,
NC 27699-2519.

060 | Not in accordance with medical Verify that only one vision and/or hearing screening

policy guidelines. is billed per date of service. Make corrections and
resubmit as a new day claim.
Service is not consistent with/or not Verify diagnosis code is V20.2 or V70.3 for the

082 | covered for this diagnosis/or ) Health Check screening according to the billing
description does not match diagnosis. | oyidelines on page 9. Correct claim and resubmit.

685 | Health Check services are for Verify recipient’s age. Only recipients age birth
Medicaid recipients birth through age | through 20 years of age are eligible for Health Check
20 only. program services.

1036 | Thank you for reporting vaccines. Immunizations(s) are available at no charge through
This vaccine was provided at no the UCVDP/VFC Program.
charge through VFC Program. No
payment allowed.

1058 | The only well child exam billable Bill periodic screening with V20.2 and interperiodic
through the Medicaid program is a screenings with V70.3. Check the preventive
Health Check screening. For medicine code entered in block 24D of the claim
information about billing Health form.

Check, please call 1-800-688-6696.

1422 | Immunization administration not Check the claim to ensure that the immunization
allowed without the appropriate procedure code(s) are billed on the same claim as the
immunization. Refer to the most immunization administration code(s). Make
recent Health Check special bulletin. | corrections and resubmit as a new day claim.

1769 | No additional payment made for Payment is included in Health Check reimbursement.
vision, hearing and/or developmental
screening services.

1770 | Invalid procedure/modifier/diagnosis | Health Check services must be billed with the
code combination for Health Check or | diagnosis code V20.2 or V70.3 and the EP modifier.
Family Planning services. Correct Verify the correct diagnosis code, procedure code
and resubmit as a new claim. and modifier for the service rendered. Family

planning services must be billed with the FP modifier
and the diagnosis code V250.9.

1771 | All components were not rendered for | For periodic screenings, verify all required

this Health Check screening.

components, such as vision and/or hearing
assessments were performed and reported on the
claim form using the EP modifier. Make corrections
and resubmit as a new day claim.
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HEALTH CHECK WORKSHEETS

Health Check Billing Worksheet

The Health Check Billing Worksheet (see page 44) may be used in your practice to facilitate Health
Check billing.

For additional billing questions please contact EDS at 1-800-688-6696 or 919-851-8888.
Health Check Immunization Worksheet

The Immunization Billing Worksheet (see page 45) may be used in your practice to as a guide to billing
for immunizations provided to Health Check recipients.
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HEALTH CHECK BILLING WORKSHEET

Date of Service

Patient’s Name

Next Screening Date (optional)

Medicaid ID number

Date of Birth

Health Check Diagnosis Code

Periodic Health Check Screening

Periodic Health Check Screening V20.2

Interperiodic Health Check Screening

Interperiodic Health Check

Screening V70.3

Health Check Screening Code

Description Preventive Medicine Codes Diagnosis Code
Regular Periodic Screening - Birth through 20 years 99381-9985; 99391-99395 V20.2
With EP Modifier
Developmental Screening based on age Development Screening CPT
Code 96110
With EP Modifier
Vision Assessment based on age Vision Assessment CPT Code
99172 or 99173
With EP Modifier
Hearing Assessment based on age Hearing Assessment CPT
Code 92551, 92552 or 92587
With EP Modifier
Interperiodic Screening - Birth through 20 years 99381-9985; 99391-99395 V70.3
With EP Modifier
Second Diagnosis (if applicable)
Description Indicator
Follow-up with screening provider or another provider R; providers billing on paper
Third Diagnosis (if applicable)
Description Indicator
Follow-up with screening provider or another provider | R; providers billing on paper
Fourth Diagnosis (if applicable)
Description Indicator

Follow-up with screening provider or another provider

R; providers billing on paper

Description

CPT Codes

Unit

Immunization Administration Fee

90471 EP Modifier

One immunization

Additional Immunization Administration Fee

90472 EP Modifier

Additional
immunizations
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IMMUNIZATION BILLING WORKSHEET
Code Description Diagnosis VEC
90281 Immune Globulin V07.2
90371 Hepatitis B Immune Globulin V07.2
90375 Rabies Immune Globulin V07.2
90376 Rabies Immune Globulin — Heat treated (RIG-HT) V07.2
90384 Rho (D) Immune Globulin Full Dose V07.2
90385 Rho (D) Immune Globulin Mini Dose V07.2
90389 Tetanus Immune Globulin V07.2
90396 Varicella-Zoster Inmune Globulin V07.2
90585 BCG V03.2
90632 Hepatitis A Vaccine — Age 18 & up V05.8
90633 Hepatitis A Vaccine — 2 dose Age 2 & up V05.8
90645 Hib Titer — 4 dose V03.8 or V05.8 VFC 2 mo — 5 yrs
90648 Hib — 4 dose (Brand name — ActHib) V03.8 or V05.8 VFC 2 mo — 5 yrs
90655 Influenza, split virus, preservative free (6-35 months | V04.8 VFC 6 mo — 35 mo
of age)
90657 Influenza, split virus (6 to 35 months of age) V04.8 VFC 6 mo — 35 mo
90658 Influenza, split virus (Age 3 and up) V04.8 VFC 3 yrs — 18 yrs
90669 Pneumococcal PCV7 (2-59 months) V03.82 or V05.8 VFC 2 mo — 59 mo
90675 Rabies Vaccine — IM Vv04.5
90700 DTaP V06.8 VFC 2 mo — 7 yrs
90702 DT — Age under 7 V06.8 VFC 2 mo — 6 yrs
90703 Tetanus Toxoid V03.7
90704 Mumps V04.6
90705 Measles V04.2
90706 Rubella V04.3
90707 MMR V06.4 VFC 12 mo — 18 yrs
90713 IPV (Injectable Polio Vaccine) V04.0 VFC 2 mo — 18 yrs
90716 Varicella V05.4 VFC 12 mo — 18 yrs
90718 Td V06.5 VFC 7 yrs — 18 yrs
90721 DTaP/Hib V06.8
90732 Pneumococcal PPV23 V03.82 or V05.8 VFC 2 yrs — 18 yrs
90733 Meningococcal V03.89
90744 Hepatitis B Vaccine — Pediatric/adol -3 dose V05.8 VFC 0 — 18 yrs
90746 Hepatitis B Vaccine — Age 19 and above V05.8
90747 Hepatitis B Vaccine - Dialysis Pt./immunosuppressed | 585

-4 dose

Note: This list is subject to change. Updates regarding vaccines are published in the general Medicaid
bulletins on DMA’s web site at http://dhhs.state.nc.us/dma/bulletin.htm.
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